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In the introductory remarks in “ Osteomalacia: The Broughton 
Pelvis,” in the Journat of February 1912, I explained that I was 
engaged in arranging a series of contracted pelves for the Museum 
of the College of Surgeons. I observed that many points had been 
overlooked, and that certain accepted records were inaccurate. 
My notes on the Broughton pelvis were prepared to correct grave 
inaccuracies in former reports. Dr. Griffith’s memoir on the Yarrow 
pelvis, in the January number was a detailed account of a specimen 
never described before except in association with a Cesarean section. 
The following observations relate to another remarkable pelvis in the 
Museum of the College of Surgeons, never described except very 
briefly in the still current catalogue. 

When the current edition, now in process of replacement, was 
prepared, Sir James Paget, who, with the aid of Sir J. Goodhart and 
myself, superintended its compilation, agreed to the following report : 

“2118. <A pelvis, distorted in consequence of atrophy or arrest of 
development of the right innominate bone. The antero-posterior 
diameter of the brim is three inches, the other diameters of the 
“inlet” are normal, but those of the “ outlet” are narrowed. The 
osseous tissue was rendered so friable by fatty degeneration that 
portions of the sacrum between the foramina have crumbled away. 
A fracture which runs along parallel to the crest of the right 
ilium may also be presumed to be accidental; the ilium is here 
extremely thin and brittle. 

From an old woman, a dissection-subject, 1867.” 

This pelvis was placed in the series illustrating ‘“ Distortion of 
the Pelvis.” It had never been reported in a special memoir, and 
therefore Sir J. Paget considered that only a brief description was 
advisable. When engaged at that time (1877—1882) in assisting 
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in the preparation of the catalogue, I had no time at my disposal to 
write a monograph on the specimen, and it seems to have been 
overlooked by obstetricians and anatomists ever since it was set up 
in the Museum. I have advised the transference of the pelvis to the 
Obstetrical Series, and after examining it closely with Professor 
Keith, Dr. Walter Griffith and others, I wrote down some observa- 
tions which are incorporated with the present communication. 

There can be no doubt that the right lower extremity had been 
out of use, probably from early youth. Unfortunately the nature of 
the lesion was not recorded. The pelvis was prepared many years ago 
from a dissection-subject used for the examinations at the College. 
No description of the lower extremity was preserved, and, unfor- 
tunately, no note was taken of the condition of the vertebral column 
above the sacrum. 

There is no evidence of hip-joint disease. The acetabulum and 
adjacent bone are involved in the general atrophic process, but show 
none of the changes well known in association with coxitis. That 
the head of the femur could have been affected by that disease, 
leaving the pelvic side of the joint unscathed, seems quite improb- 
able. Absence of the right lower extremity due to amputation would 
probably have been recorded, and the stump dissected and prepared 
for the Museum. Altogether some paralytic affection seems the 
most probable cause of the arrested development. The patient was 
an old pauper, so that senile changes and the effects of malnutrition 
must be discounted. The bones were very friable after maceration 
and were unskilfully articulated, but under the directions of Dr. 
Keith they were carefully re-mounted early this year. On inspection 
it now seems clear that infantile paralysis affecting the correspond- 
ing leg caused atrophy of its muscles and arrested growth in the 
pelvic bones. How far this arrest was simply a result of disease and 
how far neuropathic cannot be determined. 


Description oF THE PELVIS, 

The sacrum at the level of the promontory measures one-eighth 
of an inch less to the right than to the left of the middle line. 
The body of the first sacral vertebra is slightly convex horizontally. 
The vertical concavity of the sacrum is exaggerated. There are 
five sacral vertebre. The lateral masses are much thicker on the left 
side, especially the posterior portion above (‘ transverse process ”’) 
with the contiguous articular process for the last lumbar vertebra. 
Much of the bone between the sacral foramina has crumbled away, 
hence it is not easy to define with accuracy the degree of asymmetry 
below the promontory, but the right half is certainly narrower than 
the left. The coccyx is wanting, 

At a glance it is evident that the right innominate bone is much 
smaller than its fellow. The asymmetry is most marked when the 
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pelvis is inspected from behind. The ilium is exceedingly thin, 
especially along its crest and in the adjacent part of the fossa, where 
at one point it is transparent. The posterior extremity of this bone, 
including both posterior spines, has crumbled away, but it is clear 
that the eversion of the crest in that direction is but slight, and the 
remainder of the crest is straighter than a letter C. The iliac fossa 
is shallow. The ileo-pectineal eminence is not pronounced; and the 
ilium is narrow in that direction. The anterior superior spine is 
slightly everted as in a typical flat rachitic pelvis, hence, although 
the same process is inverted on the opposite side, the interspinous 
exceeds the intercristal diameter. The anterior inferior spine is 
fairly developed though thin; a small piece of its tissue has crumbled 
away. This process is distinctly everted, and differs greatly from 
its fellow on the left side. The posterior aspect of the ilium is 
smooth, the curved lines being almost effaced. The ileo-pectineal 
line makes a wide curve, without any abrupt bend. The ischium 
between the tuberosity and the acetabulum is flat anteriorly where 
it should be convex, and narrow antero-posteriorly, whilst the groove 
for the obturator externus is shallow. The tuber ischii itself is 
conspicuously ill-developed, yet the spine of the ischium is of almost 
os pubis. The acetabulum is shallow, but its diameters are hardly 
narrower than on the left side. The greater notch will be described 
presently. So great is the distortion of the pelvic brim that the tip 
of the ischial spine lies but five-eighths of an inch (1°58 cm.) from 
the nearest point on the outer border of the sacrum, the distance on 
the left side being one inch and five-eighths (4:12cm.). The bony 
boundary of the pubic arch on the right side is extremely slender 
and almost straight. The body of the os pubis above and its 
horizontal ramus show less conspicuous ill-development, and the 
spine and crest are prominent. Below. on the other hand, the body 
is less developed, so that the symphysis, drawn towards the right, is 
also crooked. The obturator foramen is of an elongated oval form. 
Its longest diameter runs from the acetabulum to the body of the 
pubes. The acetabulum is shallow, but its diameters are hardly 
less than normal. Its outer and upper border is well-defined, and 
although some tissue has come away from its surface and anterior 
inferior margin during maceration there is no sign of hip-joint 
disease, 


The left ilium is strikingly developed as compared with its fellow. 
Its crest is very thick, the S-shaped curve being exaggerated. 
Notwithstanding senile degenerative changes in the osseous tissue, 
the bone is stoutly built and thick even at its fossa which is very 
deep. There is some elevated bony deposit on the site of the attach- 
ment of the ilio-lumbar ligament. The anterior superior spine is 
well marked and inverted. Still more prominent is the anterior 
inferior spine which is very thick and strongly inverted. These 
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peculiarities, will be discussed further on. The ileo-pectineal line is 
abruptly bent inwards an inch anterior to the sacro-iliac synchon- 
drosis, so that the left sacro-cotyloid diameter is less than the right. 
The ilium is broad near the ileo-pectineal eminence, which is 
pronounced. Posteriorly the curved lines are but faintly indicated ; 
such, however, is the case in many pelves from muscular subjects. 
The ischium between its tuberosity and the acetabulum is convex, 
thick and broad antero-posteriorly, and the groove for the obturator 
externus is deep. The tuber ischii, bent abnormally outwards, is far 
longer and broader than in a normal pelvis of the same size, whilst 
the spine is only a little broader than its fellow on the right side. 
The pubic arch is thick and strongly everted. The body of the left 
os pubis is distinctly more developed than its fellow, especially below, 
a condition contributing to the crookedness of the symphysis already 
noted. The obturator foramen assumes the triangular form usual in 
the female pelvis. Its longest diameter runs from the horizontal 
ramus of the pubes to the ramus of the ischium. Whilst the bony 
boundaries of this foramen on the right side are almost in the same 
plane, the lower border of the foramen on the left side lies anterior 
to the upper on account of the strong eversion of the pubic arch. 
The acetabulum is deep and perfectly developed. 

The asymmetry is manifest when the pelvis is inspected from 
below. The right innominate bone below the brim turns sharply 
inwards as in the funnel-shaped pelvis. Owing to the ill-develop- 
ment of the ilium at the brim the greater sacro-sciatic notch is very 
narrow, though deep, and the tuberosity, as well as the spine of the 
ischium, comes very close to the sacrum. The measurements appended 
to these notes will perhaps give a better idea than any description 
can afford the reader of the differences between the right and left 
side of the pelvis. The pubic arch, as above stated, is almost 
straight on the right side, and its bony boundary frail and slender. 
Hence, as the drawings indicate, the pelvic cavity shows marked 
contraction to the right of the middle line. To the left the difference 
is extreme. The ilium being well-developed the ischiatic notch is 
very wide, forming an angle of 68°, and the measurements of the 
boundaries of the notch, given below, show how greatly it differs 
from its fellow on the right. The eversion of the bones forming the 
left side of the pubic arch and their relative massiveness is strikingly 
apparent at the pelvic outlet. Thus the pelvic cavity, so narrow on 
the right, is abnormally wide on the left of the middle line, even 
when the ligaments are taken into account. 

Lastly, the deficient development of the right os innominatum is 
even more evident when the pelvis is placed at its normal inclination 
with the left tuber ischii touching a table, and is viewed from 
behind. The tuberosity of the right ischium will then be found to 
lie quite two inches above the level of the table. 
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OBSERVATIONS ON THE PELVIs. 


This pelvis presents many peculiarities which deserve special 
consideration, and among them are the degree of obliquity, the 
bend in the ileo-pectineal line on the left.side and the high develop- 
ment of the anterior inferior spine of the left ilium. 

Obliquity of the Pelvis. In the true coxalgic pelvis obliquity is 
always present but seldom marked, and such is the case in this 
specimen where the right lower extremity was disabled but not from 
hip-joint disease. As usual, the symphysis is deflected towards the 
disabled or right side; the promontory is crooked, but, as has been 
explained, the right os pubis is irregularly formed, the lower portion 
being less developed than the upper, whilst the lateral mass of the 
first sacral vertebra is much thicker on the left than on the right 
side. The relative smallness of the right os innominatum is the 
chief cause of the crookedness of this pelvis, but the condition 
of the vertebral column in the lumbar region and higher, is, un- 
fortunately, lost history.* The relatively fair development of the 
upper part of the right os pubis, including its spine and crest, seems 
to imply that the right rectus abdominis was not paralysed. The 
inversion of the right os innominatum below the brim is marked. It 
could not well have been due to the agencies which Champneys and 
others have indicated as the cause of this inversion in the kyphotic 
pelvis, namely, increased traction on the right ilio-femoral ligaments, 
for the appearances of the bone at and near the attachment of the 
upper part of that ligament imply diminished traction. As the 
body-weight was undoubtedly transmitted not directly downwards 
but towards the left sacro-iliac synchondrosis there must have been 
increased traction on the right posterior sacro-iliac ligaments. The 
posterior end of the right innominate bone being drawn inwards, the 
opposite end, namely, the body of the os pubis, was drawn outwards 
or towards the right and disabled side (Galabin). This seems the 
simplest explanation of the obliquity so confused and obscured by 
other factors in this specimen, 


The Brim on the Left Side. The abrupt bend in the ileo-pectineal 
line on the left or sound side is due to the resistance of the femur to 
the weight of the body, so that the head of that bone pushes the 
anterior part of the bony pelvis upwards, inwards and backwards, a 
condition more or less pronounced in the coxalgic pelvis. Hence the 
left sacro-cotyloid diameter is less than the right. The share which 
mere pressure on the one hand and muscular action on the other 
play in deforming the pelvis is much disputed. The question cannot 


* Thus the pelvic inclination, among other things, cannot be correctly 
estimated. 
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be discussed here from a general point of view,* but I will now turn 
to one feature conspicuous in this specimen which has much to do 
with muscular action. 


The Anterior Inferior Spine of the Left Ilium. The marked 
development of this bony process in the pelvis under consideration is 
a feature of special interest. I found, on inspecting numerous 
samples of the normal pelvis in the Anatomical Collection in the 
Museum of the College of Surgeons, that this process shows much 
variation. In one fine pelvis formerly used for the Midwives’ 
Examination conducted by the Obstetrical Society of London, it is 
on both sides thick and prominent, but not incurved, whilst in 
another from the same source it is equally low and insignificant. 
The heads of the femora are preserved with these two big pelves, and 
the lines of attachment of the muscles and the capsular ligament are 
equally well pronounced in both specimens. A good series of pelves 
arranged according to age, is to be seen in Room III in the Museum. 
I was interested to find, on passing them in review, a fact which 
appears to have escaped the attention of anatomists. The anterior 
inferior spines seem much better developed and more incurved in the 
older than in the younger subjects. As the deformed pelvis here 
described came from an aged woman, this fact must not be over- 
looked. In the normal series in Room III, the pelvis of a girl, 
aged 19 (No, 159) shows feeble development of the anterior inferior 
spines as compared with the rest of the pelvis. In No. 162, from a 
subject, aged 48, they are very stout and incurved; in No. 171, 
where the patient was 79 years of age, the incurvation is highly 
pronounced, 

Turning to primitive races, it is interesting to find that in 
No. 1076, from a female Australian from the neighbourhood of 
Adelaide, the left anterior inferior spine is thick and incurved, 
strongly resembling that in the deformed pelvis under consideration, 
whilst the right spine is not only incurved but also singularly broad 
and flat. In No. 1052, from a female skeleton found in the burial 
place of the Shoalhaven Blacks settled in the Illawarra district on 
the coast of New South Wales, the spine is thick and incurved, 
but mostly on the left side. The teeth in the cranium were very 
much worn, but the calvarial sutures were only slightly consolidated. 
The subject could hardly have been young. 

Thus there are important variations, not to be overlooked, in the 
form of the anterior inferior spine in normal civilized and savage 
women. Its immediate anatomical relations demand scrutiny. We 
must ascertain how far special development of certain well-known 


* See Sir F. Champneys, ‘‘ On the ‘ Pressure of the Femora,’ and its 
Influence on the Shape of the Pelvis,’ Trans. Obstet. Soc., vol. xxxv, 
1883, p. 70. 
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muscles and ligaments connected with it promotes its exceptional 
growth. The question is of some importance in respect to morbid 
conditions involving the overworking of one side of the pelvis, 


The structure most closely connected with the anterior inferior 
spine of the ilium is the tendon of the rectus femoris which is 
attached to its outer aspect;* the reflected tendon running into it 
from above the acetabulum. This attachment is well displayed in 
the dissections prepared by Mr. William Pearson and arranged in 
Room I. The tendon of the rectus femoris is exceedingly stout in 
No. 105, a very muscular thigh, and it arises from an equally well- 
developed anterior inferior spine. Although that process must have 
been exposed to constant traction from the powerful rectus, it is 
incurved. ‘Tendon and spine develop together, the bony tissue of the 
spine resisting traction from the tendon attached to its outer surface. 
What occurs symmetrically in a normal muscular male subject has 
taken place on the left side in this pelvis owing to hypertrophy of 
the muscles of the thigh, 

On the other hand, whilst dissection No. 105 and also No. 92 
show the intimate relation of the rectus femoris to the anterior 
inferior spine, they also demonstrate that the spine is not so 
intimately connected with the capsular ligament of the hip-joint. 
If we inspect No. 92 and some other preparations in the same series 
showing the structures connected with the hip joint, we shall find 
that the capsular ligament is attached superiorly to the base and 
never to the outer surface or the edge of the anterior inferior spine. 
The apex of the ilio-femoral band is attached above to a curved line 
on the ilium immediately below and behind the anterior inferior 
spine. The anatomist will perceive that I am quoting Sir Henry 
Morris’s 7'reatise on Human Anatomy, for his descriptions and the 
drawing which accompany them are taken, as admitted in the 
preface, from the very specimens to which I am referring. I have 
examined these preparations quite independently with Professor 
Keith, but employ Morris’s clear description of them because it can 
hardly be improved upon. The student of pelves must certainly 
consult authorities and duly respect their opinions on the normal 
anatomy of the pelvis, but at the same time he must never fail to 
verify all statements by patient examination of dissections and 
skeletons. Leonardo da Vinci, who was an anatomist, as well as an 
artist, said that a painter who imitated the manner of another became 
the grandson instead of the son of nature. He would certainly have 
said the same of a man who accepted anatomical knowledge at second 
hand from text-books and monographs. 

Thus after inspecting normal preparations we may conclude that 


* Its inner surface gives rise to some relatively insignificant muscular 
fibres joining the iliacus internus. 
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in this cripple’s pelvis the anterior inferior spine on the left or sound 
side is highly developed because of the hypertrophy of the rectus 
femoris. 


That muscle must undoubtedly undergo more or less hypertrophy 
in cases of kyphosis where the lower lumbar vertebra are concerned. 
As Champneys has demonstrated, the body-weight acting on the 
lower part of the kyphosis falls abnormally far back, the pelvic 
inclination is diminished and traction on the ilio-femoral ligaments 
is increased. “ The insertions of tbe ilio-femoral ligaments, namely, 
the anterior inferior spines and the upper borders of the acetabula 
are strongly developed.” The College preparations amply demonstrate 
that the rectus femoris must also come into play in the case of the 
hunchback, just as it must have been hypertrophied on the left side in 
the cripple from which the pelvis here described was taken. In the 
hunchback there is strain on both ilio-femoral ligaments, and hence 
both recti must be overworked; in the subject crippled in one leg 
there must be overwork of the rectus on the sound side. How far 
there is strain, if any at all, on the ilio-femoral ligaments in the 
latter case, need not be discussed, for we cannot ascertain what the 
angle of inclination was in the pelvis under consideration. But the 
anterior inferior spine is over-developed in this pelvis and that spine 
gives origin to the rectus rather than to the ilio-femoral band. 
Therefore we may assume that in kyphosis also the rectus which is 
attached to the spine must be the main cause of the strong develop- 
ment of that bony process, noted by Champneys. 


Thus hypertrophy of the rectus femoris from any cause involves 
over-development of the anterior inferior spine of the ilium. 


Want of space forbids me to dwell on the causes of the eversion of 
the left tuber ischii and left portion of the pubic arch. How far the 
distortion was due to the position assumed by the patient when she 
sat down and how far it was caused by the action of muscles, I leave 
the reader to determine. Bayer, in Das Becken und scine Anomalieen, 
believes that, in the coxalgic pelvis at least, the greater share of the 
eversion is due to the muscles. 


Obstetrical Import of the Deformity. We know nothing whatever 
about the history of the subject from which this pelvis was prepared, 
nor was any note preserved about the genito-urinary tract as it 
appeared when the parts were dissected. I feel sure that the 
obstetrician will consider with some interest when he inspects this 
pelvis, whether a viable foetus could have been mancuvred into the 
world through the normal passages. The outlet, when we take the 
ligaments into account appears very contracted, but I do not hold 
myself competent to express any opinion on this matter. I will, in 
conclusion, submit to the obstetrician the following series of 
measurements : — 
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MEASUREMENTS. 


The absence of the posterior portion of the right ilium, including 
the spines and other deficiencies, renders the measurement of 
certain usually registered diameters impossible. 

The following are the more usual measurements : 


Interspinous ... ... ... lOin., 25°4cm. 
Intercristal ... ....... ... 25cm. 
Brim. Outlet. 
Antero-posterior ...... 82em. 32in., 85cm. 
(True conjugate) 
Oblique, Right we vee 42in., 121 em. — 
Oblique, Left we 48in., 11°74 em. — 
Transverse see 32 in., em. 


Diagonal Conjugate Sf in., 92 cm. 
Subpubic angle, 87°. 


Extra Measurements .* 


1. Anterior superior spine of ilium to tuber ischii. 
Right, 5}in., 14cem.; Left, 64 in., 16°5 cm. 

2. Anterior superior spine to highest point of acetabulum, 
Right, 22 in., 6cm.; Left, 22 in., 7 em. 

3. Anterior superior spine to sacro-iliac synchondrosis at brim. 

Right, 3} in., 79 em.; Left, 3 in., em. 

4. Highest point of crest of ilium to mid-brim. 
Right, 441n., 10°7em.; Left, 44 in., 11°4 em. 
. Uppermost point of sacro-iliac synchondrosis to top of anterior 
inferior spine of ilium, 
Right, 3} in., 89cem.; Left, 3} in., em. 
(N.B. This measurement is less on the left side owing to the 
greater concavity of the ilium and incurvation of the anterior 
inferior spine.) 
6. Sacro-cotyloid diameter. 

Right, 3in., 76cm.; Left, 22 in., 7 cm. 
. Depth of side wall of pelvis, from brim at sacro-iliac synchon- 

drosis to lower border of tuber ischii. 

Right, 3}in., cm.; Left, 4in., 10°16 cm. 

8. Synchondrosis at brim to middle of base of acetabulum. 
Right, 13 in., 4:12 em.; Left, 1} in., 4°4 cm. 

9. Synchondrosis at brim to spine of ischium. 

Right, 2} in., 5'4em.; Left, 2} in., 6°35 cm. 

Spine of ischium to extremity of sacrum (sacro-coccygeal joint). 


Right, 1} in., 3'8cm.; Left, 23in., 6cm. 


10. 


* Most of these measurements follow the tables in Champneys 
“* Description of a Kyphotic Pelvis,’”’ Trans. Obstet. Soc., vol. xxiv, 1882, 
P- 254. 
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11. Lowest point of sacrum to tuber ischii. 
Right, 1} in., 2°85 cm.; Left, 2} in., 54cm. 
(N.B. This measurement shows an extreme asymmetry. A 
glance at Fig. 2 will explain it.) 


Measurements of Parts adjacent to the Great Sacro-sciatic Notch. 


1. Uppermost part of great sacro-sciatic notch to lowest part at level 
of tip of spine of ischium. 
Right, 13 in., 44em.; Left, 2in., 5em. 
2. Spine of ischium to nearest point on margin of sacrum. 
Right, $in., 158em.; Left, 13 in., 4:12 cm. 
3. Border of great sacro-sciatic notch from sacro-iliaec synchon- 
drosis to the bend in the notch. 
Right, lin., 2°5em.; Left, 2in., 5°08 em. 
. Border of great sacro-sciatic notch from the bend to the spine 
of the ischium, 
Right, 1g in., 412 cm.; Left, 2 in., 5°08 em. 


Measurements of the Obturator Foramen. 


1. From the acetabulum to the body of the pubes. 
Right, 13 in., 44 cem.; Left, 1} in., 2°8 em. 
2. From the horizontal ramus of the pubes to the ramus of the 
ischium. 
Right, 14 in., 3:17 em.; Left, 13in.; 


ILLUSTRATIONS. 
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Fig. 1. Front view of the asymmetrical Pelvis showing the asymmetry 
of the ossa innominata, the shallowness of the right iliac fossa, the eversion 
of the anterior inferior, as well as the anterior superior spine, and the wide 
curve of the brim on the right side; also the stoutness of the left ilium, the 
depth of its fossa, the great development and inversion of the anterior 
inferior spine and the sharp bend in the brim on the left side. 
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Fig. 2. The same Pelvis viewed from behind showing the ill-developed 
tuber ischii and pubic arch on the right side and the over development of 
the corresponding parts on the left side. 


LL 
Yi SQ Qa 
+ 


268 Journal of Obstetrics and Gynecology 


SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character 


or from being, in a special sense, typical examples of their 
class. ) 


Case of Right Cystoma with Acute Torsion of the 
Right Fallopian Tube and Broad Ligament com- 
plicating a Six Months’ Pregnancy. 


By G. BaLrour M.D., C.M., F.R.F.P.S., 
Senior Gynacological Surgeon, Glasgow Royal Infirmary. 


Tuts case presents several features of special interest apart from the 
rare complication of torsion involving the Fallopian tube and meso- 
salpinx, as on the first occasion—October 17 1911—on which I saw 
the patient I made a diagnosis of right hydronephrosis complicating 
pregnancy about the 20th week. This erroneous diagnosis was 
apparently confirmed by careful repeated examinations, chromo- 
cystoscopy, examination of the urine, and #-ray photography, and it 
was not till the patient was re-admitted to my ward on December 1 
as an urgent case demanding immediate lapatoromy that the true 
nature of the condition was discovered. 

Dr. Banks first saw the patient in the Dispensary, when she was 
3} months pregnant, severe pain in the right lumbar region having 
sent her there for advice. Owing to the position of a fixed cystic 
tumour in the right kidney region well above the pregnant uterus, 
and seemingly having no connection with the latter organ, and with 
a history of occasional diminished secretion of urine, Dr. Banks made 
a diagnosis of right hydronephrosis, and kept the patient under 
observation for four weeks before sending her to the ward. 

History. Mrs. G., aged 26, was admitted to Ward 5 South on 
October 17 1911, complaining of recurring attacks of pain in the 
right side of the abdomen, which she stated first began four years ago 
as the result of a blow on the loins from the back of a chair which 
jerked forward as she was stepping off it on to the floor, 

Menstruation began at the age of 11, and has always been regular, 
occurring every four weeks and lasting 7 days, with interruption of 
the flow on the 4th day. 

The patient has been married over ten years, and has four 
children, the oldest being 93 and the youngest 4} years old. She 
stated that she last menstruated on July 1 1911, and considered 
herself at present—-October 17 1911—about 3} months pregnant, but 
examination showed a uterus corresponding in size to fully a 4} 
months’ pregnancy. 
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The attacks of pain of which the patient complained commenced 
four years ago, and were ascribed to a blow on the loins. She 
described them as shooting in character, radiating downwards from 
the right lumbar region and affecting chiefly the front of the right 
thigh and right hip. 

At first the attacks of pain lasted for a day, and occurred at 
intervals of 3 or 4 months, but since the present pregnancy began 
they have become more frequent and more severe. During the past 
six weeks pain has been present almost every second day, the patient 
stating that the attacks were agonizing in their severity and that 
she could only get relief by lying in bed and fully extending the 
right thigh and leg and flexing the left. The patient also complained 
of pain before and after the act of micturition, and stated that at 
times the urine had been “ redder” in colour than usual. She had 
noticed no difference in the daily quantity passed, but this statement 
differed from that given to Dr. Banks, and also did not agree with the 
results of exact estimation of the quantities secreted while in hospital. 

Examination, October 18 1911. The lower part of the abdomen is 
protuberant due to the presence of a gravid uterus, which corresponds 
in size to about a 20 weeks’ pregnancy, the fundus uteri being over 
an inch below the level of the umbilicus, 

A distinct protuberance is also visible in the right upper quadrant 
of the abdomen, and in this region an ovoid fluctuating cystic tumour 
is easily palpable. Its upper pole passes up under the right costal 
margin and cannot be reached. Its lower pole can be defined 
anteriorly about the level of the umbilicus. Posteriorly and laterally it 
reaches the iliac crest. The mesial border extends to one inch to the 
right of the umbilicus. Between the lower pole of the tumour and 
the gravid uterus there is a marked space. When the tumour is 
bimanually grasped, as in palpating the right kidney, it is felt to 
occupy the whole space between the last rib and iliae crest; it is 
markedly fluctuant as if mono-cystic, and it seems fixed, but moves 
downwards when the patient is asked to take a full inspiration. 

A somewhat impaired tympanitic note is obtained when percussing 
over the front of the lower half of the tumour, so that the ascending 
colon lies in front. (This tympanitic note was present at subsequent 
examinations.) 

A diagnosis of right hydronephrosis was made, and to confirm this 
the bladder was examined by chromo-cystoscopy to determine the 
action of the kidneys; the daily quantity of urine secreted, as well 
as the percentage of urea, was estimated; while, finally, Dr. Riddell 
took 2-ray photographs of the affected side. 

Cystoscopic examination of the bladder by chromo-cystoscopy 
showed that the opening of the right ureter was larger than the left, 
and the papilla seemed somewhat swollen, but although the right 
ureter could be seen contracting, no urine, coloured or otherwise, 
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escaped. On the other hand, the left ureter functionated normally, 
the jets of coloured urine being easily noted. The 2-ray photograph 
showed the presence of an ovoid tumour in the region of the right 
kidney. The total amount of urine secreted in each period of 24 
hours during the eleven days from October 28 to November 8 was 
accurately noted and found to vary from a minimum of 23 ounces 
toa maximum of 42 ounces. The percentage of urea with the patient 
on full hospital diet varied from 1°8 to 2°65 per cent. 

The patient was kept in bed for three weeks, and although during 
this time she had four attacks of pain of short duration, she was 
otherwise so much improved, and, with the exception of these four 
attacks, so free from pain that she was sent home on November 8, 
with the advice to wait till the pregnancy terminated naturally at 
full time if her condition did not get any worse. In the meantime 
she was requested to report weekly to Dr. Banks at the Dispensary, 
and she would be re-admitted to hospital at any time if occasion 
demanded. A final examination made on the day of dismissal showed 
no evident alteration in the size of the tumour, and the fundus uteri 
was now near the level of the umbilicus, the pregnancy having 
entered on the 24th week. 

Further History. Soon after the patient had gone home the 
attacks of pain again became more frequent and more severe, confin- 
ing her to bed. On November 30 she was taken to the Maternity 
Hospital, but as she was very ill with acute abdominal symptoms a 
request was sent from that hospital on the following day to have her 
transferred to my ward, 

I examined her on the morning of December 2, and found her 
looking very ill, with a pulse of 120, a temperature of 100°6° and 
respirations 32. During the night she had vomited several times, the 
vomit consisting of clear watery fluid. The skin was slightly 
jaundiced, the facies of the abdominal type and there were flushes 
over the malar prominences. The tongue was moist and clean. The 
tumour could not be palpated owing to the great tenderness of the 
abdomen and the rigidity of the muscles. 

An immediate laparotomy was deemed imperative, but before the 
abdomen was opened a further examination was made after the 
patient was anesthetized. 

Palpation now revealed a hard sausage-shaped mass lying 
transversely along the lower pole of the tumour to the right of and 
below the level of the fundus uteri which extended to about two 
inches above the umbilicus. The nature of this hard swelling could 
not be determined, but the subsequent operation proved it to be the 
greatly thickened Fallopian tube due to torsion (see Fig.). 

It was only now that an ovarian cystoma was suspected owing 
to the symptoms and further examination, 

The abdomen was opened through the outer border of the right 
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Right Ovarian Cystoma, with acute torsion of Fallopian tube 
and mesosalpinx complicating a six months’ pregnancy 
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rectus muscle over the lower half of the tumour, some free fluid 
escaping. The cystoma at once came into view with the ascending 
salpinx. Three complete turns were noted, the direction of the torsion 
not of the pedicle of the cystoma, but of the Fallopian tube and meso- 
salpinx. Two complete turns were noted, the direction of the torsion 
being from left to right as in the action of inserting a corkscrew. 
The drawing shows the actual size* of the torsion, though one of the 
turns is not depicted where the clamp was applied when removing the 
tumour. Mr. Maxwell copied the specimen lifesize exactly as he saw 
it (the portion showing the uterus being of course added), and for this 
reason the cystoma is shown smaller and not so ovoid as it actually 
was owing to escape of some of the fluid through a small rupture. 
The twisted Fallopian tube had a deep livid colour, and there was a 
hematoma of the meso-ovarium (the true pedicle of cystoma) due to 
hemorrhage into it. The cystoma itself was bluish in colour, and 
there had also been some hemorrhage into the cyst. On delivering 
the cystoma a small rupture was seen on its posterior aspect through 
which some fluid had escaped. The twisted pedicle having been 
clamped and cut, and the cystoma with tube removed, the ovarian 
artery was ligated, the raw stump peritonized, and the abdominal 
wound closed in four layers. 

The patient suffered greatly from shock after operation, the face 
and lips being livid and the pulse reaching 176; but with treatment 
she gradually rallied, and the pulse fell to 128 in 24 hours. 

Next day—December 3—uterine contractions commenced about 
8-30 p.m., and three hours later the patient was delivered of a well- 
developed foetus of a size corresponding to about 6 or 6} months. 

Up till December 7 the patient’s condition gave cause for anxiety 
as she had developed a right basal pneumonia. On this date the skin 
was still jaundiced, the respirations 40, the pulse 112 to 120, and the 
temperature 101°F. After this, however, the patient rapidly 
improved, and by December 10 the icterus was almost gone, the 
pulse had dropped to 88 and the temperature to 99. Convalesence 
was now uninterrupted, the abdominal wound healed by first intention 
and the patient went home on January 2 1912. The base of the right 
lung still showed signs of consolidation and some pain was still 
complained of in this region, but cough and expectoration were 
absent, 

Remarks. The most obvious diagnosis in the presence of a cystic 
tumour complicating pregnancy, and the one which would naturally 
first suggest itself to a gynecologist is an ovarian cystoma, (Ovarian 
tumour complicating pregnancy is a subject which has specially 
interested me, and is one on which I have already written.) 


* The illustration is four-fifths of the actual size. 


tJournal of Obst. and Gyn. of the Brit. Empire, February 1910, vol. 
XVii, p. 81. 
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This was the first possibility that crossed my mind, but as the 
examination of the tumour proceeded cystoma was excluded in favour 
of hydronephrosis owing to the position of the cyst, its apparent fixity, 
the influence of respiration on its movements and the presence of the 
ascending colon in front. The nature and irregular onset of the 
attacks of pain in the right side, shooting downwards, favoured the 
possible presence of a calculus as causing both the pain and the 
hydronephrosis, and further examination by cystoscopy, urine 
analysis and 2-ray photography seemed to confirm the diagnosis. 

A point of importance as favouring the original erroneous 
diagnosis is the fact that Dr. Banks also found the cyst apparently 
fixed in the right kidney region when the uterus was only 3} months 
pregnant, and therefore just at the pelvic brim, and not only diagnosed 
hydronephrosis but demonstrated the case to the post-graduates as 
being of this nature. 

As to the cause of no urine being observed escaping from the right 
ureter during the cystoscopic examination there must have been 
sufficient pressure to interfere with the ureter, as on some days the 
amount of urine collected was only 23 ounces. The obstruction 
cannot have been permanent as on other days the amount rose to 
42 ounces. The quantity of urine passed during the fortnight follow- 
ing operation was normal, being about 50 ounces daily. 

One can only speculate as to the cause of the pain, which was 
said to arise after a blow on the loins four years previously. I think 
it unlikely that a cystoma of that nature had been present so long as 
four years without being much larger, even although cystomata 
sometimes do grow very slowly. It is quite possible that the previous 
attacks of pain were due to a different cause, and that only since 
this last pregnancy began were the frequent attacks due to the 
cystoma and probable slight torsion of the pedicle which culminated 
in the very acute torsion on December 1. 

The question may be asked why I advised a waiting policy in the 
first instance. I have already had one case where a patient with a 
hydronephrosis of the left kidney successfully passed through her 
pregnancy, nephrectomy being performed by me at a later date. 
In the present case the patient improved with rest, the pain was less 
severe and the average quantity of urine and urea excreted seemed 
satisfactory. Repeated examination showed no evident alteration in 
the size of the tumour, I was of the opinion that operative interference 
would risk causing a miscarriage, and at all events preferred to wait 
till the child should be viable since arrangements were made to re- 
admit the patient at any time should occasion demand it. 

In the light of subsequent events I can only state that I am 
pleased I did not think of operating on the first occasion, as to have 
cut down on a healthy kidney expecting to find a hydronephrosis 
would have proved a disagreeable surprise. 
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Bilateral Ovarian Cystomata, with symptoms simu- 
lating Acute Torsion of the Pedicle and associated 


with great elongation of the Distended Fallopian 
Tubes. 


By G. Batrour Marsuatt, M.D., C.M., F.R.F.P.S., 
Senior Gynecological Surgeon, Glasgow Royal Infirmary. 


Tus case presents various points of interest which render it worthy 
of recording. The history suggested an acute torsion of the pedicle 
of the left cystoma, and an emergency laparotomy was performed 
owing to the rapid onset of symptoms of an acute peritonitis, which 
was confirmed on opening the abdomen. During the operation no 
torsion was found, but both cystomata were universally adherent by 
old peritonitic adhesions, and both distended Fallopian tubes were 
elongated to an extent never previously seen in my experience except 
in the case of a normal sized tube stretched over a parovarian cyst. 
The operation was of great difficulty owing to the complete oblitera- 
tion of the pelvic cavity posteriorly from dense adhesions which 
necessitated the removal of the uterus to effectively deal with the 
left cystoma and tube. 

Although there was no history of symptoms indicating an acute 
onset of a previous salpingo-odphoritis I am of opinion that in early 
life the patient in all probability had suffered from tubercular in- 
flammation of both uterine adnexa leading to occlusion of both tubes, 
and the formation of dense firm adhesions, matting tubes and ovaries 
to the posterior surfaces of both broad ligaments, with the result that, 
when in later life cystomata developed, both occluded tubes became 
stretched by the growing tumours to which they were adherent, and 
were thus elongated in the manner familiar to those who have seen 
the great tubal elongation in cases of large parovarian cysts. 

History. Mrs. D., aged 41, married for 18 years, but sterile, was 
admitted to my ward in the Glasgow Royal Infirmary on January 17 
1912 as an urgent case, with a history of attacks of intense pain 
in the left lower quadrant of the abdomen which had begun two weeks 
previously, and of metrorrhagia which, commencing a week after the 
cessation of the previous menses, had lasted for a period of seven days 
subsequent to the first attack of pain. 

The patient stated that since girlhood she had enjoyed perfect 
health, apart from premenstrual dysmenorrhea, till this illness 
began. 

Menstruation commenced at the age of 18, and had always been 
regular, occurring every 28 days and lasting one week, but since its 

18 
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onset at puberty there had always been premenstrual pain in the 
lower abdomen for two days preceding the flow. This premenstrual 
pain ceased about a year ago, 7.c., early in 1911, when the patient 
began to get markedly stouter. Occasionally the menses were clotted. 
Leucorrhcea had always been present, though slight, until a fortnight 
before this illness began when the discharge became profuse, 

The last normal menstrual period ended on December 22 1911. 
One week later, December 29, profuse uterine hemorrhage began, 
accompanied by clots. This bleeding lasted seven days and was 
painless. Just after it ceased the patient began to suffer from 
attacks of pain, which she described as excruciating, doubling her up. 
The attacks were felt in the left lower quadrant of the abdomen, 
were colicy in character, lasted about an hour and came and went in 
spasms. After each severe attack the left lower limb felt paralyzed. 
The attacks of pain recurred frequently each day, but diminished in 
severity as time went on. The acts of both micturition and defecation 
had been painful since this illness began. 

Examination, January 18 1912. The whole lower abdomen, 
especially on the left side, was so exceedingly tender to palpation 
and the muscular rigidity so marked that nothing could be deter- 
mined beyond dulness to percussion extending on the left side nearly 
to the level of the umbilicus, and on the right to the level of the 
anterior superior iliac spine. 

Vaginally a tense fixed cystic mass could be felt filling the pelvis 
almost entirely and pushing the cervix close to the symphysis pubis. 
An anesthetic was administered, after which two ovarian cystomata 
were easily defined with a distinct sulcus between them just to the 
right of the middle line. The left was larger than the right, as 
already defined by percussion, and both were immovably fixed in the 
pelvis pushing the uterus close against the anterior abdominal wall. 

The fibroid on the posterior wall of the uterus, as shown in the 
illustration, was not palpable as it lay between and overlapped by the 
cystomata, 

When the patient was examined in the morning she looked ill 
like a person developing peritonitis, but the pulse was only 84 and the 
axillary temperature 99°8°F. By mid-day the pulse had risen to 
112 and the rectal temperature to 102°F. The tenderness in the 
abdomen was even more marked, and the patient’s appearance was 
worse, and as an acute torsion of the pedicle of the left cystoma 
was diagnosed, the patient was prepared for immediate laparotomy. 

At 3-30 p.m., the pulse being 116, the abdomen was opened in 
the middle line after painting with 5 per cent. tincture of iodine. 
The omentum was found adherent, by old adhesions, to the parietal 
peritoneum over the whole lower half of the abdomen in front nearly 
as high as the umbilicus, and required separation and ligation. The 
peritoneum of smal] intestine and visible portions of both broad 
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Bilateral Ovarian Cystomata with great elongation of both distended Fallopian tubes 
(half life size). 
Left sactosalpinx 11} in. long. Right sactosalpinx 7} in. long. 
Subserous fibroid posterior wall of uterus. 
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ligaments was deeply congested due to acute peritonitis, and some free 
fluid due to exudation was present. The broad ligaments were 
stretched over both cystomata, the Fallopian tubes running over the 
tops of the tumours and disappearing behind them (see illustration). 
Both tumours were found universally adherent, principally from old 
adhesions, judging by their density, and completely obliterated the 
pelvic cavity. It was found possible to separate the right cystoma 
and tube without rupture, but this was impossible with the left 
tumour, which could only be partially separated posteriorly. The 
next step in the operation was to strip down the bladder from the 
uterus and cut the right broad ligament down to the cervix uteri, 
clamps being used to pick up the blood-vessels. The uterus was then 
amputated supravaginally, and the left broad ligament cut through 
from before backwards to reach the lower pole of the left cystoma 
from the front. This exposed the left ureter in its pelvic portion, and 
it was turned aside while the cystoma and greatly elongated tube were 
dissected free with scissors from below upwards, special care being 
required in separating the cyst wall from the pelvic colon, After 
ligating the blood-vessels and suturing bleeding areas all raw surfaces 
were covered with peritoneum and the abdominal wound closed in 
layers without drainage. 

Post operative shock was considerable, but the patient rallied 
under treatment with proctocylsis, strychnine and pituitrin. 

The patient made an uninterrupted recovery, the abdominal wound 
healing by first intention, and she went home on the 18th day after 
operation, feeling well, 

Specimen. The illustration so accurately depicts the organs 
removed that little description is necessary. The most striking 
feature is the great elongation of both tubes, each of which is 
occluded to form a sactosalpinx with thick walls. The left tube is 
11} in. long, the right 7}in., the circumference of the dilated 
portions ranging from 2}in. to 4in. The right cystoma measures 
53in.x4}in. The left is considerably larger, being approximately 
Tin. x4}in.; but owing to the loss of fluid, the cyst being injured 
during removal, the exact dimensions cannot be given. A rounded 
subserous fibroid, 2in. in diameter, projects from the posterior 
surface of the uterus and a smaller one is seen near the left cornu. 

Remarks. I have already stated that chronic bilateral salpingo- 
odphoritis must have existed prior to the growth of the cystomata 
with occlusion of the tubes and matting of the adnexa together and 
to the broad ligaments; otherwise the tumours in’ their growth would 


not have caused such an elongation of the tubes. The tumours lifted 


the adherent broad ligaments with them in their upward growth, the 
effect being analogous to what is seen when the normal tube is 
stretched over a parovarian cyst developing between the folds of the 
broad ligament. 
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The most likely cause of the salpingitis was tuberculosis, and this 
view is favoured by the absence of any indication of gonorrheal 
infection. The premenstrual dysmenorrhea pointing to adnexal 
disease dates from puberty; the patient, although married for 18 
years, has been sterile, probably due to occlusion of the tubes; the 
peritonitic adhesions were dense, especially where the tubes were 
adherent in the floor of the pelvis and to pelvic colon, and finally 
the extensive adhesion of omentum to the anterior abdominal wall 
was of old standing. The omentum was not adherent to the tumours. 
I have seen cases of occlusion of the Fallopian tubes due to tubercular 
mischief in which the symptoms have been no more marked than in 
the history of this patient, 

The sudden onset of acute symptoms was probably due to severe 
pressure, the absolutely fixed tumours having in their growth reached 
a point when they completely filled the pelvis. The onset of acute 
peritonitis was also caused by pressure as peritonitis may arise from 
the crushing of a cystoma, and the left tumour was the larger one and 
the more severely compressed. There is also the possibility that the 
adhesions to the pelvic colon and the severe crushing of that portion 
of bowel against the sacrum would favour a B.C.C. infection. 
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Fig. 1. Accessory tube communicating with main tube, 


Fig. 2. Photograph of the specimen described. 
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The Millerian Origin of some Broad Ligament Cysts. 
By Percrvat P. Corn, M.B., Ch.B., F.R.C.S. 


Tue origin of broad ligament cysts has been a subject on which many 
divergent opinions have been expressed. Thus Kossman maintains 
that they arise from accessory Fallopian tubes, whereas Meyer 
entirely disagrees with him. Doran, in October 1910 reported with 
notes a demonstration given by Professor Keith on “Cysts of the 
Female Appendages.” Keith maintains that the common broad 
ligament cyst, so well known to surgeons, and called by them “ par- 
ovarian ” is not parovarian in origin, but arises from cystic relics, 
homologous with the rete testis in the male, which are situated in 
the ovarian fimbria at or near its junction with the ovary. He states 
that no cyst of Wolffian origin has ever been known to become a 
large tumour, and therefore condemns the term “ parovarian” and 
suggests its abolition in favour of “ fimbrial.” Handley demon- 
strated the Miillerian origin of cysts lying above the tube, suggesting 
a possibly similar origin for some true broad ligament cysts, 

I illustrated in 1910 a specimen which supported this theory, and 
at the same time demonstrated the rare occurrence of a communica- 
tion between an accessory tube and the main Fallopian tube (Fig. 1). 

In a later specimen, handed over to me for investigation by Dr. 
Hewetson, of Birmingham, the Miillerian origin of a broad ligament 
cyst has been actually demonstrated. The specimen (Fig. 2) which 
had been immersed in formalin, consists of the left tube, mesosalpinx 
and ovary. In relation to the under aspect of the outer part of the 
tube is a cyst, the size of a small hen’s egg, at the back of which is 
seen another small pedunculated cyst, no doubt arising from a 
cystic dilatation of a Kobelt’s tube. The ovarian fimbria is seen to 
course along the under aspect of the cyst. It will be noticed also 
that the inner end of the fimbria ovarica is quite free from the cyst, 
and that ovary and cyst are separated by a considerable interval. 

The difference in relationship of these structures from that 
exhibited in the case of a fimbrial cyst (Fig. 3) is striking. The 
parovarium cannot be detected. 

On opening the capsule, formed by mesosalpinx, the cyst wall was 
exposed, and by careful dissection an attachment to the Fallopian 
tube (illustrated diagrammatically Fig. 4) was demonstrated. At 
the same time a small attenuated strand of tissue was found stretched 
over the posterior wall of the cyst. Sections were cut of this strand 
and the cyst wall over which it ran. A portion of the tube and cyst 
wall with the intervening attachment was excised and serial sections 
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made. The cyst was filled with clear jelly-like material. The 
sections show that the connection between cyst wall and tube consists 
of tubal tissue (Fig. 5). Diverticula cut across appear as spaces, in 
some places numerous, in others solitary. The spaces are lined by 
tall columnar epithelium. As these spaces are followed through 
the series they are seen to communicate with each other, and can be 
traced, in one direction up to the wall of the tube (Fig. 6), and in 
the other to the margin of the cyst (Fig. 7). The lumen of the 
diverticula nowhere actually communicates with that of the cyst or 
tube, but any former communication with the tube would have been 
obliterated as a preliminary to cyst formation. 

Sections of the strand of tissue found stretched over the posterior 
wall of the cyst show regular spaces lined by a single layer of 
flattened columnar epithelium obviously representing parovarian 
tubules cut across (Fig. 8), 

The cyst wall itself is lined by a single layer of low cubical 
epithelium. 

The evidence in favour of the Miillerian origin of this broad 
ligament cyst may be summarized thus : — 

1. That it was demonstrably connected to the tube. 

2. That this connection contained tubal tissue. 

3. That tubal diverticula could be traced up to cyst wall in one 

direction, and to tube wall in the other. 

4. The relationship of the cyst to ovary and tube. 

5. That the parovarium was found stretched over the posterior 

wall of the cyst. 
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Fig. 3. Fimbrial cyst. 


Fig. 4. Diagram to illustrate the relation of the eyst 
to the Fallopian tube. 
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Fig. 5.) Tubal tissue highly magnified. a Tube: 
b Tubal tissue in connecting strand; ¢ Cyst wall. 


Fig. 6. a Lumen of tube; bb Diverticula. 
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Fig. 8. Parovarian tubule. 
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TECHNICAL MEMORANDA. 


(Under this heading will be published from time to time notes on 
points of practical interest in regard to methods of treatment, 
operative and therapeutic, and on the general management of 
Obstetrical and Gynacological cases in hospital and priate 
practice.) 


A Note on Early Rising after Cceliotomy.* 


By Arruur J. Wattace, M.D., 
Surgeon, Hospital for Women; Medical Officer, Maternity Hosptal, 
Liverpool. 


In July 1909 I first began to encourage post operative patients to 
leave their beds at dates earlier than had been up to that time usual 
after major operations. Formerly the sojourn in bed extended 
generally to three and sometimes four weeks, and it was certainly 
never less than two. In the case of women whose muscular powers 
were already lessened by disease or by inability to take even such 
exercise as the performance of household duties implied, so long a 
period of inactivity accentuated the muscular weakness. Such 
patients, on rising from bed at the end of three weeks’ inactivity, are 
usually enfeebled to a marked extent, for their muscles are suffering 
from disuse, and there then occurs the realization that one disability 
(disease) has been exchanged for a lesser (muscular weakness), Some 
patients, usually the younger ones, recover fairly quickly: the 
majority regain strength after some months, and a few only after a 
year or more. Until renewal of power is acquired muscular exercise 
is frequently followed by fatigue, aching or even pain, any of which 
may be regarded by the patient as an indication that the operation 
has not been successful. No doubt massage and the careful practice 
of simple muscular exercises would lead to rapid improvement, but 
massage is as far beyond the pocket as muscular exercises are beyond 
the comprehension of the average hospital patient. 

In all case patients were merely encouraged to leave their beds, 
nothing suggestive even of compulsion being employed. As a rule 
the simple suggestion of getting up was accepted with eagerness, 
and indeed many begged for permission to leave bed before they were 
really fit to do so. In estimating the fitness of a patient for early 


* Read before the North of England aeaeiesie and Gyneco- 
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rising, there were taken into account the rallying powers displayed 
by the patient after operation, the nature and extent of improvement 
day by day, the existence of normal temperature and pulse-rate, the 
absence of gastric and intestinal symptoms (nausea, vomiting, etc.), 
and, finally, the state of the wound. 

The subject involves a consideration of the state of the parietal 
wound, for its condition must naturally be the crux upon which early 
rising depends. The actual field of operation in the pelvis can be 
disregarded after the first few days, since the peritonisation of all raw 
surfaces at the close of operation is followed (in the absence of 
peritoneal infections) by clean and immediate healing. This is 
observed at autopsies held two or three days after operation, and in 
such cases even the sutures may become invisible, and only a smooth 
extent of peritoneal surface covers what was the operation field. But 
in the case of the parietal wound mere primary union is insufficient— 
the important matter is the strength of the cicatrix. It must be 
strong enough to resist, without stretching, the pull of the muscles of 
the abdominal wall, and the tension implied by the term “ intra- 
abdominal pressure.” The capacity of the vertical median incision 
to do this is very doubtful, since in the earlier stages of its existence 
it is a mere inset of young fibrous tissue that solders together the two 
halves of the musculo-aponeurotic wall. It was of such a cicatrix 
that Treves wrote in 1887: “ To prevent a hernia the patient should 
not be allowed to get up too soon. A month in bed is not an un- 
reasonable time. She should not get up until the wound is sound.” 
The advice must still be borne in mind, even for a wound sutured 
layer by layer, and I should feel inclined to follow it for a full three 
weeks in the case of the vertical median cicatrix. 

On the other hand, when the abdomen is opened by the method of 
Lennander or by such an incision as that of Pfannenstiel, from the 
time that the wound has been sutured the abdominal wall is to all 
intents and purposes as sound as ever, particularly if the posterior 
fascial layer and peritoneum have been incised well behind one or 
other rectus abdominis muscle, instead of along the linea alba. In 
the resultant cicatrix the rectus muscle supports and protects from 
pressure, the only weakened lines in the fascie, as is sometimes 
demonstrated when a patient strains at the closing stage of the opera- 
tion. Experience of the Lennander and Pfannenstiel methods during 
the past nine or ten years has shown that in cases aseptic at the outset, 
it is superfluous to regard the recency of the wound and the im- 
maturity of the cicatrix as offering any impediment to early rising. 
The principle underlying both methods is a simple one—the con- 
tinuity of the cicatrix is interrupted by a supporting layer of intact 
muscular tissue. In short, the abdominal wall after operation is 
in precisely the same state as it was before, and if anything stronger, 
for in a number of instances in which from one to eight years after 
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the first laparotomy some further operative measure has been 
required, and access to the peritoneal cavity has been obtained by 
following the path originally pursued, the parietes have been found 
normal in all respects, except for thickening of the fascie along the 
lines of former division, and for some adhesion of the rectus to its 
sheath. 

I almost invariably employ Pfannenstiel’s transverse incision, 
whether the object of operation be a simple fixation of the uterus or a 
Cesarean section. In suturing the wound iodized catgut is used 
throughout, including the subcuticular suture which brings the skin 
edges into apposition. When a wound so closed is inspected on the 
third day the skin edges are found well united, and when the patient 
causes contraction of her recti abdominis by raising the head and 
shoulders slightly, the whole length of the transverse cicatrix is seen 
or felt to be supported by those muscles. Under such conditions no 
hesitation is felt in allowing the patient to leave her bed. Observa- 
tion has shown that the catgut persists for a week or ten days, and I 
doubt whether its persistence for even a week is a matter of moment, 
since the union that has occurred during the first few days is 
sufficient, with the support of the recti, to render the cicatrix equal to 
ordinary strains put upon it. It should be mentioned that the 
dressing consists of sterile gauze secured in place by a broad strip of 
adhesive plaster, and no doubt the pressure of the latter may be 
accounted of use, although in my own opinion it is superfluous, and as 
good results would follow the use of a simple collodion dressing, 

From July 1909 up to the present time (October 1911) the follow- 
ing figures are available : 

Total number of patients who underwent major operations 460 


Leaving for consideration ... see 449 


Prior to the date mentioned, twenty days was probably the average 
duration of the stay in bed. For practical purposes half the number 
is taken as a convenient limit, and patients getting up on and within 
that number (ten) are dealt with as “ early risers.” 

Out of the 449 cases, 283 left their beds as soon as they felt 
disposed to do so, and were granted the necessary permission. Of 
these 283, 263 were laparotomies, and 20 vaginal cceliotomies. 


TasLe SHow1na NuMBERS AND Dates, 


Dayofrising .. .«.. 3 4 5 6 7 8 9 10 
Laparotomies... ... 2 5 9 28112 50 31 21=263 
Vaginal celiotomies — — — 3 8 3 38 8= 20 
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This table shows that in both sets of operations the seventh day 
was the most popular; prior to that day only 39 abdominals and 
3 vaginals left their beds, and after it 102 abdominals and 9 vaginals. 

The cases include instances of all the usual gynecological 
conditions, from simple ventrifixations to extensive dissections for 
cancer of the cervix. Of the two who got up on the third day, one 
(an appendage case) was a hardy young woman, who immediately 
walked about the ward as though nothing had happened within her 
abdomen ; the second was an elderly woman, who suffered from severe 
bronchitis, and who was on this account turned out of bed into an 
armchair, with great benefit in all respects. Among the risers on 
the sixth day may be mentioned a patient who had undergone subtotal 
abdominal hysterectomy for fibroids and cholecystotomy for coinci- 
dent gall-stones. 

Results. In the majority of cases not only were there no untoward 
results, but the general conditions showed an improvement, especially 
as regards muscular power. Appetites were improved and patients 
themselves picked up more rapidly than they did when confined to bed 
for three weeks or more. So far as can be gathered there was no 
diminution in the supply of aperient medicine to the ward, but it 
must be borne in mind that although patients were allowed to move 
about the wards, they were leading to all intents a sedentary life, 
and, further, most of them suffered from constipation prior to 
admission. 

On the other hand, there are a few unfavourable results to be 
recorded : — 

One patient, aged 47, who had had an ovariotomy, arose on the 
8th day; on the same evening her temperature was found to be raised. 
Another case of myomectomy for fibroids got up on the 7th day; she 
felt faint, and also developed slight pyrexia without evident cause. 
She was sent back to bed until the 11th day. 

In two cases the skin around the wound became reddened and 
tender. Both were returned to bed. No suppuration occurred. 

Another patient developed a similar condition, but it did not yield 
to treatment. Suspicions were aroused, and the patient was watched. 
She was speedily discovered surreptitiously rubbing the cicatrix, and 
when taxed with it admitted that she wished to prolong her stay in 
hospital. Her wish had to be gratified for suppuration did occur. 

A patient who had undergone ventrifixation with perineorrhapy 
arose on the 9th day, but had to be returned to bed on account of 
secondary bleeding from the perineum. This has been the sole 
instance of hemorrhage. 

An elderly woman (64) got up on the 6th day, and promptly 
developed bronchitis. An offset to this is the case in which transfer- 
ence to an armchair gave rapid relief to post-anesthetic bronchitis. 
The point which I regarded with much interest was the relation 
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of post-operative phlebitis to early rising. It has been stated that 
this complication is lessened by getting patients up soon after opera- 
tion, but in my list there have occurred three instances of it. 

1. Patient aged 30. Left salpingectomy and ventrifixation. Got 
up on the 7th day: developed pain and slight tenderness in left calf: 
no swelling. 

2. Patient aged 32. Ventrifixation and posterior section of 
cervix. Got up on 8th day, but on the 10th well-marked phlebitis 
of the left calf appeared. Delayed in hospital a month. 

3. Patient aged 31. Myomectomy for intestinal fibroid: ventri- 
fixation. Upon 7th day. Mild phlebitis. 

It is evident therefore that early rising does not prevent the 
occurrence of phlebitis, for three undoubted instances occurred out of 
283 cases. This experience agrees with that of the Jena observer 
Franz, who found that out of 1,441 patients who left their beds after 
the first week, 30 developed thrombosis, and 13 embolism. Of 205 
who arose during the first week none had thrombosis, but 3 suffered 
from embolism. 

I have been so satisfied with the general results obtained that 
early rising has been established as the usual routine of the ward, and 
the question now is, not who shall rise early, but what cases are unfit 
to get up, since the former constitute the great majority. It should 
be stated that although a patient may leave bed on the 7th day, yet 
she does not leave hospital until the 15th at the earliest, and often 
not until the 17th or 18th day. Between those dates she is moving 
about the wards only, for there are not conveniences for out-of-door 
exercise. The sole exceptions are those of ventrifixation or other 
fixation operations; uncomplicated instances of these are now 
generally discharged on the 10th day, but in that case each one has 
been fitted with a Hodge pessary, which is removed at the end of a 
month. This method had been found to give results at least as good 
as those formerly obtained by keeping the patients in bed five weeks. 

It may be urged that women of the hospital class are just the 
people who require a rest in bed, and no doubt many of them do—the 
main point is the duration of the rest. My belief is that the duration 
is best settled by the patient’s own desires, and if she wants to get up 
at the end of the week it is better to let her do so—the spending of 
another week or ten days pottering about the ward for several hours 
each day is not any less a rest, whilst it offers change from the 
monotony of bed, and the advantage detailed at the beginning of this 
note. When a patient is disinclined to leave bed she is left alone 
until she wants to get up, so that the woman who really needs 
prolonged rest receives it—but such women in my experience form 
but a small majority. 

This brief note is based solely on hospital cases, for in private 
practice a different kind of patient has to be dealt with. Many of 


; 


284 Journal of Obstetrics and Gynecology 


them gladly accept early rising, but very many are disinclined to get 
up a day sooner than did their friends and acquaintances who have 
also undergone laparotomies, the after-treatment of which was con- 
ducted on traditional lines. Moreover, in misfortune, sympathy is 
pleasant, but the situation is robbed of much of its romance when a 
patient who has undergone a simple ovariotomy for what appears to 
the lay mind a frightful abdominal tumour, a week later emerges 
from bed and receives her friends. On this matter, however, the lay 
mind can be educated until early rising becomes as much a matter of 
course as the primary healing of wounds. 
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The Technique of Securing the Vessels in Pelvic 
Abdominal Surgery. 


By Worratt, M.D., M.Ch., Q.U.I., 
} Gynecologist to the Sydney Hospital, Sydney, Australia. 


In the year 1907 I visited sixty-four different European clinics, and 

took notes of the methods of ninety-six different surgeons. The 

technique of securing the vessels was with one or two exceptions the 

same ; the structure containing the vessels (broad ligament, omentum, 
: mesentery, as the case might be) was either transfixed by various 
: needles, tied and cut, or it was clipped by various kinds of pressure 
‘ forceps, the growth or organ to be removed cut away, and then the 
transfixing process resorted to as in the first plan. On many occasions 
during my tour I have seen important vessels wounded by the 
transfixing needle, once the external iliac vein, necessitating its 
ligature, several times the uterine artery, and on innumerable occa- 
sions the veins of the broad ligament, the result being that a silk 
or catgut seton was left to infect or thrombose the blood-stream. 

To those surgeons with whom I became on sufficiently friendly 
terms I ventured to urge that transfixion of pelvic and abdominal 
structures, in order to secure the vessels of these regions, was no more 
necessary than was its employment in amputation of the leg or arm. 
I was met by the rejoinder that “ they did not wish to be called out of 
bed to re-apply a ligature for secondary hemorrhage.” To one 
surgeon I remarked that the first surgeon in London to give up 
transfixion would have an advantage over his fellows in improved 
results. He promised to try my plan, but I am sorry to hear from a 
recently returned colleague that this gentleman’s excellent work is 
still marred by transfixion. 

Transfixion is a relic of the time when the great pioneers in 
ovariotomy, Spencer Wells, Lawson Tait and others, concentrated 
their attention on the attachments of the tumour to be removed, but 
overlooked the fact that the blood supply of abdominal organs and 
neoplasms is quite as well defined and demonstrable as that of 
structures elsewhere and is best dealt with in precisely the same 
manner, viz., by exposing the vessels, clipping and tying. 

Unfortunately, authority and tradition die hard, and so we have 
in the most recent English, French and German text-books of gyne- 
cology elaborate descriptions of various ways of transfixing pedicles 
with blunt or sharp needles. 

The object of this paper is to try and persuade my confreres that 


‘| 
| 
} 
| 
| 
; 
i 
| 
¥ 
| 
| 
i 


286 Journal of Obstetrics and Gynecology 


transfixion is, except in comparatively rare conditions, unnecessary, 
dangerous and time consuming. 

During the past eleven years I have performed more than two 
thousand abdominal sections, and with the exceptions to be mentioned 
later, have relied solely upon exposing, clipping, and tying all vessels 
with catgut ligatures, using a surgical and two additional knots, the 
assistant slowly taking off the forceps during the tying of the surgical 
knot, and then taking again the vessel (if a large one) distal to the 
ligature during the tying of the second and third knots. 

During these eleven years there has been no case of secondary 
hemorrhage due to slipping ligature, whereas prior to this date, 
when I practised transfixion and interlocking, on three occasions I 
nearly lost patients from this accident; one was saved by my 
colleague, Dr. MacCormick, in my absence, re-opening the wound 
about two hours after the operation without moving the patient from 
her bed, and the other two were re-opened by myself after about the 
same inges of time with equally fortunate results. 

Following upon this, I gave much earnest thought to the study of 
such disasters, and came to the conclusion that they resulted from one 
interlocking loop pulling off the other when the uterus was raised up 
to examine the pouch of Douglas as the concluding step of the 
operation ; the abdominal wound being closed immediately afterwards 
prevented discovery of the bleeding until the patients’ general condi- 
tion made it obvious. 

At the next operation I verified this speculation, and succeeded by 
raising up the uterus in displacing the inner loop controlling the 
uterine end cf the vascular arch. 

Since then I have set my face against all interlocking and chain 
ligatures, whether in broad ligament, omentum or elsewhere, with the 
result that I have had less anxiety and my patients less pain, while 
the time consumed in operating has been considerably abridged. 

When the broad ligaments are much thickened by acute infective 
processes and at the same time rendered soft and friable it is not 
possible to follow the method advocated ; in such conditions I transfix 
(but never interlock), using the pedicle needle, which I am gratified 
to find Messrs. Victor Bonney and Berkeley and also Dr. Eden 
commend and figure in their recently published’ valuable books. This 
pedicle needle can also be advantageously used instead of an aneurism 
needle if it should be necessary to tie the internal iliac artery in 
Wertheim’s operation. As a rule, however, in this operation I 
double clip the uterine artery, cut and tie the proximal end, then use 
the forceps on the distal end to pull the latter oft the ureter inwards 
to the uterus. 

I think the best pressure forceps for abdominal work is similar to 
that known in London as “ Harrison Cripps,’ but more pointed and 
with diagonal serrations, the blades are short and curved to allow of 
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easy tying beneath hem; the total length is 6} inches; a greater 
length than this I find unnecessary and less handy. 

Catgut I believe to be the best material for ligatures. During my 
six months in England I saw five dangerous operations for infected 
silk ligatures causing suppurating abdominal sinuses. It is worth 
noting that in none of these cases has the surgeon who performed 
the original operation been the operator for the secondary complica- 
tion ; probably all are under the impression that the use of silk never 
gives rise to subsequent trouble. 

By these methods I have had a series of 105 consecutive recoveries 
after subtotal hysterectomy, and a series of 52 consecutive recoveries 
after pan-hysterectomy, the latter still unbroken. I am aware other 
surgeons have had better results, but I think these may go to show 
that the technique here advocated is good and worth consideration. 
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Hypodermic Injections of Saline Solution and Rum after 
Operations. 

ENGEL, Nanterre (La Gynécologie, Feb. 1912), following up a casual 
suggestion from an unknown source, has made use of alcohol, in the shape 
of rum, along with normal saline solution, with good results. He has 
found the combination of benefit in cases where the saline alone or with 
caffein and spartein has failed. He has found it of use not only for cases 
of post-operative shock, but also in the algide pneumonia of the aged. The 
action is prolonged and results in a feeling of comfort and induces a 
refreshing sleep. The medium dose for an adult is 15 cubic centimetres of 
tum in 250ccm. of serum, with a maximum of 45 grammes of rum in 
500 ccm. of serum. E.H.L.O. 


Esthioméne and Secondary Elephantiasis Vulvz. 

STEN and HEIMANN (Surgery, Gynecology and Obstetrics, April 1912). 
The authors describe the case of a woman, aged 33, who contracted 
gonorrhceal proctitis ten years previously. The rectal condition was never 
cured. Four years later she noticed a painless swelling, which began in 
the region of the anus and slowly spread forward over the labia, in spite 
of all kinds of treatment. 

She was first seen by the authors when she had been in this condition 
for six years. They then found that the lesion involved an area extending 
from the mons veneris over the labia to about an inch behind the anus. 
The mons was covered with pale yellowish or orange coloured macules, 
papules and cysts, varying in size from a pin-head to a kidney bean. In 
the region of the anus there were large numbers of fleshy polypi but no 
cysts. The labia were equal in size, enlarged, hard and not tender. Here 
and there were some superficial ulceration. The enlarged labia quite 
occluded the introitus, but, on separating them, the labia minora were 
normal in size and consistency. The rectal walls, as far as the finger 


288 
a 
s 
| 
a 
ve 
tr: 


Apoplexia Uteri 289 


could reach, were covered with polypi. The periproctal tissue was also 
indurated, but there was no bleeding on examination, even with the 
proctoscope. 

Microscopic examination of an excised cyst showed that the epidermis 
was thin with no interpapillary downgrowths. This enclosed hypertrophic 
connective tissue with dilated lymphatic vessels. The cystic lumen was 
lined with endothelial cells. The fluid was sterile. Sections of the nfore 
solid portions of the lesion showed that the epithelium though thin was 
otherwise normal. Internal to this, different sections showed either old 
connective tissue with dilated lymphatics, or hypertrophic granulation 
tissue. 

Wassermann’s and Von Pirquet’s tests were negative. An intravenous 
injection of salvarsan, made for diagnostic purposes, produced no effect 
on the lesions. 

In a search through the literature the authors have come across one 
case exactly similar to their own, which also began with a gonorrhceal 
proctitis. 

The patient has been treated with various remedies—including iodine 
cataphoresis and Roentgen rays—but so far there has been no improvement. 
They intend to try the effect of ultraviolet rays, various radio-active 
substances and fulgurisation. Excision of the diseased area was suggested 
to the patient, but declined. W.W.K. 


Notes on Uterine Hemorrhage. 

BECKWITH WHITEHOUSE (Lancet, April 27 1912) in a paper read before 
the Birmingham Branch of the British Medical Association, enters into the 
difficulty of the successful elucidation of the cause of pathological uterine’ 
hzemorrhage, not that due to uterine neoplasms either malignant or benign, 
or to the hemorrhages related to abnormal pregnancy, labour, or the 
puerperium, but rather to those cases where the hzemorrhage is a prominent 
symptom and where gross physical signs are remarkable by their absence. 

As a basis for his paper he has taken statistics from a certain number 
of cases where curettage has been done, and of these cases 20 per cent. have 
failed to obtain relief, and it is with these 20 per cent. he deals. 

As causes he dilates on the following :— 


(1) Bacterial infections of the uterus; 

(2) Heemorrhage secondary to arterial degeneration ; 

(3) Heemorrhage due to increased arterial pressure ; 

(4) Uterine hemorrhage in relation with general blood diseases and 

calcium metabolism ; 

and concludes his paper with what he terms the rational treatment of 
idiopathic uterine hzemorrhage, i.e., in syphilitic disease of vessels, mercury 
and iodides ; in increased blood pressure from chronic Bright’s disease, etc., 
purgatives, nitro-glycerine, dieting, etc. ; in bacterial affections, applications 
of Churchill’s iodine, protargol or peroxide of hydrogen; and in those cases 
where the haemorrhage is due to the rupture of degenerated vessels, 
hysterectomy. J.M.W. 


Apoplexia Uteri. 

JoserH MACFARLAND (Surgery, Gynecology and Obstetrics, April 1912) 
describes a case of this condition which he came across accidentally during 
the course of an autopsy on a woman aged 54, who had died of phthisis. 
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The patient was six years over the climacteric, and, during the year or 
more she had been in hospital, she had never had any discharge of any 
kind from the uterus. 

The uterus was small and thin walled. On section the vessels showed 
up prominently, and there was hzemorrhagic infiltration of the whole inner 
surface, but no free blood or other discharge in the cavity. 

Microscopic examination showed an exaggeration of the usual changes 
found in a senile uterus. There was no trace of endometrium, but the 
whole of the inner surface was deeply infiltrated with blood. 

The author has only been able to find reports of a few similar cases. 

While it is impossible to state when the haemorrhage took place, in 
view of the fresh state of the blood, it is probable that it was agonal. 
W.W.K. 


Retroversion of the Uterus treated by Gilliam’s round ligament 
ventri-suspension. 
FRANCES IvENS (British Medical Journal, April 13 1912) reports on one 
hundred cases in which she has performed this operation and the excellent 
results obtained. J.M.W 


An Adenomyomatous Uterus removed during Menstruation show- 
ing the occurrence of Menstruation in the Adenomyomatous 
Islets. 

W. Bian BELL (Surgery, Gynecology and Obstetrics, April 1912) 
records a case, illustrated with photomicrographs, of this condition. He 
removed the uterus by supravaginal amputation on the second day of 
menstruation. 

Histological examination showed that the tumour was an adenomyoma 
of the usual type, but the islets of adenomatous tissue were in process of 
menstruation, and filled with blood. In some places the glands were seen 
to be enormously distended with blood. The endometrium in the uterine 
cavity showed menstruation in progress. W.W.K. 


The precise relationship of Cystocele, Prolapse and Rectocele, and 
the operations for their relief. 

W. E. Fotuercitt, (British Medical Journal, April 13 1912) commences 
this paper by saying that the words prolapse, cystocele and rectocele are 
used rather loosely and without due respect to the writings of the classical 
gynecologists, but that “‘ falling of the womb ”’ is so common and causes 
so much suffering which can be remedied, that clear ideas on the subject 
are most desirable. 

He first discusses the three different forms, laying special stress on the 
fact that the cause of the trouble is due to relaxation of the connective 
tissue primarily. 

He then continues with the treatment, which for cystocele consists of 
anterior colporrhaphy. For prolapse he combines this operation with 
posterior colpo-perineorrhaphy, but the operation on the anterior vaginal 
wall is more extensive. Commencing high up at the level of the cervix 
a large V-shaped portion of the wall is removed, the apex of the V being 
below, so that when the raw edges are brought together the cervix is high 
up and far back, and by this means the author states that any form of 
fixation operation on the uterus such as ventrofixation is quite unnecessary, 
as the uterus remains in its normal position. J.M.W. 
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Operative treatment of Retrodisplacements of the Uterus. 
J. A. G. Hami.ton (Australasian Med. Gazette, Feb. 3 1912) reports his 


experience of the various operations designed for the cure of backward 
displacements of the uterus. 


(1) Ventro-fixation is condemned as being frequently the cause of 
dystocia and in the author’s opinion should never be performed in the 
child-bearing age. 

(2) Ventro-suspension. In spite of Kelly’s advocacy this operafion, 
even when performed after his technique, gives very unsatisfactory results. 
Relapses of the displacement, especially after labour, are far too common, 
in addition to which the long band which unites the fundus to the peri- 
toneum seems more likely to cause intestinal obstruction than efficiently to 
suspend the uterus in place. The author has performed the operation 136 
times and knows the results to have been bad in 18 cases. He has had 
occasion to reopen the abdomen in 28 cases, in 12 of which the band had 
entirely disappeared and the uterus was lying back in its previous faulty 
position. Possibly the failure of some cases may be attributed to the use 
of too rapidly absorbable suture material. 

(3) Operations on the round ligaments. Alexander’s operation has a 
limited field of usefulness. It is only indicated in those cases in which 
the appendages are healthy and the uterus easily raised. Hence it is 
practically only to be employed in virgins or nulliparous women who 
furnish no signs of past adnexal disease. Since backward displacements 
per se seldom give rise to symptoms it can be understood that cases really 
suitable for Alexander’s operation are few. As regards the technique of 
the operation the use of blunt dissection and keeping the operation area 
free from blood are important points. Once the tissues become blood 
stained it is very difficult to distinguish the round ligaments. 

Baldy’s operation. In this operation the round ligaments are brought 
through an opening in the broad ligament and fastened to the back of the 
uterus. The author is most enthusiastic in its praise and considers it the 
operation of election if the abdomen has to be opened. The mechanical 
advantages claimed for the operation are (a) that (provided the suturing 
is sound) it is impossible for the uterus to retrovert, (b) that the pull of 
the round ligaments causes the fundus of the uterus to bend forwards and 
downwards, and (c) that any increase of intra-abdominal pressure acting on 
the posterior surface of the uterus will tend to increase the anteversion, and 
that last but by no means least it ensures more mobility to the uterus than 
any other operation. One important point in the technique of the opera- 
tion is to fix the round ligaments high up on the fundus, for if they are 
fixed low down with the idea of lifting the uterus the fundus may fall 
backwards over them. The one danger in the operation is damage to a 
varix of the broad ligament in pulling the round ligament through. 

Gilliam’s operation and its various modifications are not so sound as 
the Baldy method for the following reasons: the uterus is displaced out 
of the pelvis and its whole weight is borne by the round ligament; the 
pull on the ligaments is longitudinal and not },orizontal hence they are 
more likely to stretch; the uterus is suspended in a horizontal position 
and not in the normal anteflexed position, so that the intra-abdominal 
pressure cannot act so favourably on the posterior surface of the uterus in 
maintaining anteversion. Direct objection to the operation itself is the 
risk of leaving a hole in which coils of intestine may get caught and to its 
modifications of damaging some vessel in the abdominal wall. 
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Intra-abdominal plication of the Round Ligaments. This method is 
inadequate in dealing with complete or chronic cases of retroversion as 
the ligaments are then attenuated and over-stretched. It may have a 
limited field of usefulness in cases of partial retroversion. 

In the author’s opinion no operation for retro-displacements can be 
considered complete without a thorough curettage of the uterus and, when 
necessary, a repair of the pelvic floor and cervix. His experiences of the 
various operations may be summarized as follows, viz. : ventro-suspension, 
116 cases, with 18 failures or faulty results. Alexander’s operation, 50 
cases, with two failures. Gilliam’s operation or modifications, 21 cases, 
with one failure. Intra-abdominal plication, 9 cases, with two failures. 
Baldy’s operation, 127 cases, one failure (faulty technique). 

It must be mentioned that some patients have been lost sight of subse- 
quent to operation, hence only known failures are recorded. J.A.W. 


Tubal Pregnancy. 

LacouturE and Loupat (Soc. Obst. Bordeaux, July 1911, page 384) 
describe three cases of tubal rupture with internal hemorrhage. In all 
three cases the haemorrhage was severe, and they draw attention to the 
fact that the amount lost was greatest in the third case, in which a pin- 
point hole only could be detected in the side of the tube. In the first and 
second cases the hemorrhage was not so great although the size of the 
rupture in these cases had a diameter of about half an inch. j-B- 


Appendicitis as a cause of Ectopic Gestation. 

DuvERGEY (Soc. Obst. Bordeaux, Nov. 1911, page 401) reports a case of 
ectopic gestation resulting in the formation of a large pelvic heematocele. 
The embryo was attached to the peritoneal surface of the right tube in its 
outer third. The left appendages were natural. The patient four years 
previously had been operated upon for an appendix abscess. 

He suggests, that if the abdomen be opened for appendicitis the right 
tube ought to be examined at the time. If adhesions involve the tube 
they should be broken down, or the tube should be removed. je: 


Extra-uterine Pregnancy and Hematosalpinx. 

RECAMIER and PeETIT-DUTAILLIS describe (La Gynécologie, Feb. 1912) an 
extrauterine pregnancy of about seven months removed from the right 
broad ligament about thirteen months after conception, along with a small 
blood clot from the left tube: in spite of the statement of the woman that 
recent pregnancy was impossible the authors were inclined to look on the 
blood clot as possibly due to a pregnancy in the left tube. The relations 
of the cyst in the right broad ligament and the details of the operation are 
given in full. E.H.L.O. 


A case of Cornual Pregnancy. 

RatpH Worrau (Australasian Med. Gazette, March 16 1912) records an 
instance of this abnormality, and points out the practical impossibility of 
its diagnosis unless the rudimentary horn containing the gestation sac is 
distinctly separable from the uterus. On account of the dangers all 
patients should be operated upon if a pregnancy in a rudimentary horn 
is suspected. The removal of the horn leaving the uterus intact is the 
ideal procedure, but it may be necessary to remove the uterus in addition. 

J.A.W. 
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Pituitrin in Obstetrics. 


Hirscu (Miinch. med. Wochensch., No. 18, April 1912) reports his 
experience of 32 cases. He injects pituitrin in cases of primary and 
secondary uterine inertia. In 3 cases it was given as a prophylactic before 
Czesarean section. It was used in 13 cases of premature labour and in 19 
cases at term. Ten of the patients were primiparce; 22 multipare. The 
preparation used was that of Parke, Davis and Co. It was administered by 
intra-muscular injection. 

I. Injection before labour. It was used in 5 cases of incomplete 
abortion, followed by reaction in 3 cases, the pains coming on from 1o to 
15 minutes after the injection. The pains continued uninterruptedly till 
the spontaneous expulsion of the uterine contents took place. It is to be 
noted that in a case of abortion at the fifth month, 50 minutes elapsed 
before there was any effect. The placenta had in one case to be removed 
manually. In one case the pituitrin had no effect; in another case the 
pains lasted for only two hours which, however, permitted of the uterus 
being emptied at the end of 24 hours. In 4 cases premature labour was 
brought on by pituitrin; the indications being contracted pelvis, hydram- 
nios and phthisis. In a case of placenta praevia pains came on 10 minutes 
after the injection and continued for 2 hours, de Ribes’ bag being sponta- 
neously expelled and permitting delivery. In a case of premature rupture 
of the membranes, with the cervix dilated to the size of the finger, pains 
came on in 10 minutes after the injection. In a case of Czesarean section 
the uterus contracted very powerfully after delivery. 

II. Injection during labour. It was administered in 15 cases of primary 
and secondary inertia. In those cases the pains came on from 5 to 15 
minutes after injection and lasted from 1 to 6 hours. If no result followed 
the third injection it was not repeated. 

Hirsch’s results confirm the opinion that pituitrin has the best effect 
in the later stages of labour. Forceps at the outlet is rarely necessary 
when pituitrin has been administered unless there are indications of danger 
to the mother or child. Pituitrin does not seem to initiate uterine con- 
tractions, but it increases the intensity of the pains after they have been 
started by plugging the vagina or introducing a tent into the cervix. 
Hirsch has noted no bad effects on mother or child. JA: €.e 


Pituitrin not to be recommended for private practice. 

Rieck (Miinch. med. Wochensch., No. 18, April 1912) reports the case 
of a premature labour where the membranes had ruptured two days 
previously but the pains had ceased. Instead of immediate version he 
decided to try pituitrin. The solution injected was of double strength. 
In a quarter of an hour the pains came on and uterine contractions could 
be felt by the hand placed on the abdomen. At first the pains came on 
every three minutes but by degrees became less frequent. After six hours 
he administered another injection. The cervix had not dilated. Although 
pains came on, yet at the end of four hours there was no advance. The 
uterus was felt to be tetanically contracted round the child. The undilated 
cervix was drawn up towards the symphysis pubis. The uterus did not 
relax in the intervals between the pains. Rieck then tried turning which 
was rendered very difficult, but he delivered and perforated the after- 
coming head. The third stage of labour was not accompanied by any 
heemorrhage. At the beginning turning could have been easily performed. 
Pituitrin had certainly produced contractions of the uterine muscles but 
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no relaxation. In this case the administration of pituitrin produced 
tetanic contractions of the uterus and spasms of the internal os. Rieck 
thinks that pituitrin is not so suitable for private practice because of the 
possibility of the above noted untoward action. J, AeCok. 


Renal Calculus and Pregnancy. 

Pousson, Bordeaux (in La Gynécologie, Feb., 1912), describes an 
operation performed by him for the removal of a renal calculus from a 
young woman who had suffered from seven attacks of renal colic during 
a recent pregnancy. She remained free from pain for three months after 
her confinement, but the attacks then recurred and the urine became 
muddy. The diagnosis was assisted by catheterism of the ureters. 

Pousson remarks on the small amount of literature on this subject and 
calls for the publication of more cases : meanwhile he suggests that preg- 
nancy leads to the presence of effete products in the urine, and that the 
pressure of the gravid uterus on the ureters leads to a stagnation in the 
flow that tends to the precipitation of these products in the kidneys. In 
his case the examination of the urine revealed no bacillary infection. 

E.H.L.O. 


Acute Pyelo-nephritis complicating Pregnancy. 

F. D. Crew (British Medical Journal, April 13 1912) reports a case of 
this disease, as the symptoms were so severe and on account of the great 
difficulty in making a diagnosis. The patient, who was pregnant for the 
sixth time, had, 14 days previous to the onset of the disease, a retroverted 
uterus replaced under an anesthetic. When five months’ pregnant she 
was seized with severe abdominal pain on the right side with a raised 
temperature and quickened pulse ; abdominal examination revealed nothing 
and examination of the urine was negative. Owing to the severity of the 
symptoms laparotomy was performed, as it was thought that she might 
have an acute appendix; but the only thing found was an enlarged right 
kidney. Following the operation labour commenced, and she was delivered 
of twins. On this day a catheter specimen of the urine contained a 
quantity of pus from which a pure culture of B. coli was grown. She had 
a somewhat stormy puerperium, but eventually recovered. J.M.W. 


Hydrorrhea of the Liquor Amnii. 

PEry (Soc. Obst. Bordeaux, July 1911, page 381) records the case of a 
patient who during the fifth month of her pregnancy began to lose a blood 
stained watery fluid. This he proved to be the liquor amnii by microscopic 
examination, by which means the presence of epithelial cells and hairs 
was demonstrated. The child was alive, presented by the vertex, and the 
external os was firmly closed. The patient continued to lose this discharge 
for seven weeks before labour took place. The child was now found to be 
lying transversely and the foetal heart could still be heard. Version was 
impossible owing to the contraction of the uterus and embryotomy was 
necessary. The puerperium was natural. Pery points out that in spite of 
the premature rupture of the membranes the labour did not take place 
for a considerable time afterwards, and further that the child continued to 
live, and that it is remarkable that infection did not occur. J.B. 


On improvement of the technique of external examination during 
delivery. 

F. UNTERBERGER (Monats. f. Geb. in Gyn., Bd. xxxv, Heft 4, S. 525). 

At a meeting of the Nordostdeutsche Gesellschaft fiir Gynakologie, a paper 
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was read on this subject. The author points out the need for greater 
carefulness in order to avoid puerperal infection, and insists on the 
usefulness of external examination only. He recalls to memory the fact that 
the upper part of the cervix and the uterine cavity are sterile, but that 
in spite of the greatest care in disinfection germs may be carried up from 
the vulva, vagina and lower part of the cervix by the examining finger. 
Therefore he holds that internal examinations should be entirely aban- 
doned. He emphasises that in normal positions practically everything 
necessary can be learned from external palpation except the degree of 
dilatation of the cervix which he obtains as follows. In the parturient 
uterus two chief portions can be distinguished, first the powerfully con- 
tracting muscular body, and secondly the thin lower slightly muscular 
canal. By means of the pains the cervix is stretched like an elastic 
stocking over the head of the foetus. As the os continues to dilate, the 
junction of the first and second portion moves higher and higher upwards. 
This junction is simply the contraction ring, which can be felt particularly 
during a contraction or labour pain. If the bladder is entirely emptied 
this phenomenon can be made out after some practice. He proceeds to lay 
down the rule thus. If the contraction ring is felt some two finger breadths 
above the symphysis then almost certainly the os may be held to be the 
size of a five-shilling piece. If it be felt three finger breadths above the 
symphysis it is the size of a small saucer, if four finger breadths it is fully 
dilated. The greater the dilatation the easier is the diagnosis, because the 
lower part is more stretched and therefore contrasts more strongly with the 
upper portion. 

A discussion followed the reading of the paper in which it was pointed 
out that there were too considerable individual differences in the position of 
the contraction ring to allow of its being taken as a certain guide in this 
matter; and that rectal examination was too much neglected, by which 
method the size of the os and the relation of the foetal head to the pelvis 
could be sufficiently made out. W.R.P. 


Kyphotic Pelvis, Cesarean Section. 

Pery (Soc. Obst. Bordeaux, Oct. 1911, page 394) records a case of this 
nature, in which the pelvic outlet measured 54 cms. between the tuber 
ischii, for which Caesarean section was performed. The kyphosis was due 
to old tuberculous disease of the lower lumbar and upper sacral vertebree. 


J.B. 


Cesarean Section for Double Monstrosity. 

Davip Licat (Lancet, March 30 1912) reports a case of a double monster 
for which he did Czesarean section. When he first saw the patient she had 
been in labour for 30 hours, and a foot had been presenting at the vulva 
for two hours; her pulse was 140 and feeble, and he did not consider that 
the patient would stand a difficult delivery by the vagina. 

The operation was straightforward with the exception that some 
difficulty was experienced in the delivery of the monster, as the hips were 
jammed in the pelvis; the patient made an uninterrupted recovery. 

The monster proved to be of the thoracopagus variety and weighed 
14 lbs. ; it is now in the Royal College of Surgeons’ Museum. 

He concludes by saying that he searched a list of literature (which he 
gives) but failed to find a case requiring similar treatment. J.M.W. 
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Operative treatment of Post-partum Hemorrhage. 

KEHRER (Miinch. med. Wochensch., No. 16, April 16 1912) having met 
with many cases of uncontrollable post-partum haemorrhage at the Berne 
Klinik suggests a quick method of performing hysterectomy for treating 
this condition. He points out the absence of any response to contractions 
of the atonic uterus to chemical, thermal, or mechanical remedies. Such 
remedies are of avail only at the stage Kehrer calls ‘‘hypotonus,”’ i.e., the 
stage of slight laxity or fatigue of the uterine muscle. In the latter 
condition hemorrhage may be arrested by ergot, massage, uterine com- 
pression, plugging with gauze, compression of aorta (Momburg), or intra- 
uterine injections. In the more severe atonic cases Porro’s operation and 
vaginal hysterectomy have been recommended. In both these methods of 
removing the uterus, however, the technique is too complicated, the 
operation is too long, and exhausting to the patient. On this account 
Kehrer recommends a method of removing the uterus which is simple and 
rapid. It is taken for granted that all preliminary preparations can be 
made in a few minutes. The abdomen is opened by a small incision, 
through which the soft compressible uterus is pushed, partly by lateral 
pressure and partly through the pouch of Douglas. The uterine and 
ovarian vessels are quickly clamped. A double silk ligature is passed 
from below upwards from one side to the other through the fascia and 
parietal peritoneum. In this double ligature the round ligaments, uterine 
‘and ovarian vessels are secured, which is easily effected on account of the 
laxity of the tissue. The anterior and posterior cervical walls are secured 
by a transverse ligature and fixed to the peritoneum and fascia of the 
anterior abdominal wall. The body of the uterus is then rapidly removed 
by Pacquelin’s cautery (if the uterus is infected), or by the knife. The 
securing of the blood vessels in the broad ligaments occupies about three 
minutes, and the whole operation is completed in ten minutes. At the 
moment when the lateral ligatures are tied, a 100 c.c. of physiological salt 
solution with suprarenal infusion is slowly injected into a vein in the 
forearm. Kehrer emphasises the great importance of administrating the 
intra-venous saline solution immediately after the source of bleeding is 
arrested and before the operation is completed. j- AC. 


Acute dilatation of the Stomach after Labour. 

FAUGERE (Soc. Obst. Bordeaux, Nov. 1911, page 405) reports a case of 
acute dilatation of the stomach 24 hours after delivery. Forceps was used ; 
the patient refused an anzesthetic. In the author’s opinion the dilatation 
was due to the sudden diminution in size of the uterus, which allowed the 
mesentery to become stretched. J.B: 


Fibrocystadenoma of the Lactating Breast. 

Fucus (Monats. f. Geb. u. Gyn., Bd. xxxv, Heft 4, S. 522). Ina young 
primipara it was observed that the left breast was distinctly larger than 
the right and that it grew in size rapidly from the fourth day of the 
puerperium giving rise to pressure sensations. The infant refused to take 
the milk from that breast although the supply was copious. A few days 
later there could be made out a well defined cystic tumour in the upper 
and outer quadrant of the mamma, about the size of an ostrich egg, over 
which the skin was pale and freely moveable. At the operation the cyst 
was easily shelled out after being emptied of about } litre of milky fluid. 
On examination the tumour contained a central space from which a system 


: 
4 a ‘ 
if 


Intraperitoneal Oil Injections 297 


of canals of varying calibre extended through the firm connective tissue 
which formed the wall of the cyst. Microscopically the structure was that 
of a fibrocystic adenoma, not an unusual form of mammary tumour, but 
in this case it had functional peculiarities seeing that it produced milk 
like a healthy breast, although it was firmly and completely shut off. The 
acini which it contained showed activity and the glandular cells were 
largely filled with fat, not as a result of degeneration, which could be 
excluded. W.R.P. 


Death of Fcetus due to Cephalhematoma. 

CHAMBRELENT and BAaLArRD (Soc. Obst. Bordeaux, Oct. 1911, page 392) 
report the case of the death of a foetus four days after delivery, owing to 
the presence of a large cephalhazmatoma over the right parietal bone. 
Forceps had been used but extraction was easy, presentation being left 
occipito-anterior. Post mortem examination revealed no other lesion; no 
history of haemophilia was obtained. JB. 


Anencephalous Monsters. 

G. MorGan (Lancet, April 6 1912) reports two cases of the above which 
he says are so similar to one reported by R. Kirkness (Brit. Med. Journ., 
Sept. 30 1911) that he is induced to send particulars. Both cases were in 
multiparee and were associated with hydramnios. in the first case the 
patient had had two children born alive and a third confinement with 
excess of liquor and a dead foetus: the monster was born dead. The 
second patient had one child born alive and a second confinement at the 
seventh month with placenta praevia and a dead child. The third labour 
was normal except for the excess of liquor; the foetus (a female) was well 
developed in body, but had an absence of the frontal region of the skull 
and almost an absence of the parietal region. It lived for two months, 
making no sound and with no inclination for food. 

He asks if this disaster is more frequently met with than formerly. 

J.M.W. 


On Intraperitoneal Oil Injections. 

v. SEUFFERT (Monatssch. f. Geb. ii. Gyn., Bd. 35, Heft 5, S. 538). This 
is one of the most recent plans adopted to combat acute suppurative 
peritonitis, and the writer gives a full account of the work done on the 
subject since its inception. Oil had been used a long while ago by Martin 
for the prevention of adhesions, but in 1906 Glimm published a series of 
experiments on the resorptive power of the peritoneum in which he was 
able to show that this is limited by the presence of oil, and even entirely 
suspended so far as bacteria are concerned. He explained this action as 
due to blocking of the lymph vessels by the oil, the effect lasting for a 
considerable period. He suggested that it might be possible in desperate 
cases of peritonitis in man to hinder the absorption of the toxins present 
in the abdominal cavity by means of oil injections. It was objected to this 
that fat-embolism might be set up, but this has never been observed and 
was proved to be a groundless fear. In 1907 Hirschel reported on three 
apparently hopeless cases where he used injections of 1 per cent. camphor 
oil with one unexpected recovery. Many reports on the method have been 
published since that time, in some of which sterile olive oil had been used 
in place of the camphor oil, and on the whole the results were encouraging. 
Krecke’s 11 cases in which camphor oil was used with striking success 
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have already been reported on in the Monatsschrift and an abstract of the 
paper has appeared in the Journal. Since that time he has had 7 more 
cases, all successfully treated. In Déderlein’s clinic the method has been 
used in three cases so far, one of which was hopelessly affected with sepsis 
and proved fatal; the other two showed very good results. One of these 
was that of a complete rupture of the uterus after turning, which was 
operated on 32 hours after the accident. Already there were present 
peritonitic cloudiness, and intestinal paresis. The abdominal cavity 
was thoroughly washed out, a loop of the intestine was punctured, 
and finally about rooccm. of 1 per cent. sterile camphor oil at body 
temperature was poured into and well distributed over the area of the 
cavity. All symptoms of peritonitis at once disappeared, and the case 
progressed without fever. The third case was one of abortion with a 
perforation of the uterus and a large hole in the small intestine, which 
came for operation some 30 hours afterwards. The abdominal cavity was 
filled with blood-stained offensive fluid, which contained large numbers of 
heemolytic colon bacteria and other organisms. The uterus was removed, 
the intestinal wound repaired, followed by irrigation and camphor oil, and 
the case did well. The experiences of other workers are then alluded to. 
The next step was to see whether the drug would be of use as a prophy- 
lactic, and Pfannenstiel was the first to report on this in 1909, and he 
proceeded as follows :—at the close of the operation where sepsis was 
suspected as likely to occur pure sterile olive oil (50—300 cem.) was poured 
into the peritoneal cavity. This was done in 20 cases, and of these 7 died— 
four were cases of septic pyzemia and three of carcinoma uteri, and of those 
seven two died of peritonitis. In 22 cases 10 per cent. camphor oil was 
used in doses of 25-50 ccm., and of these only one died of peritonitis (a case 
of carcinoma uteri). : 

When he published these cases, Pfannenstiel wrote that he now had 
given this method up in favour of injection of the oil prior to undertaking 
the operation. 

Fehling reported in 1911 that he had treated a number of cases which 
bade fair to be very serious with applications of the oil—in this case olive 
oil—and that he was pleased with the results. Kolb reports on 79 cases of 
various degrees of infectivity, where in each instance 50 ccm. of 10 per cent. 
camphor oil was used, of whom nine died, but the autopsies showed that 
only one died from peritonitis. In Déderlein’s clinic this method was 
employed in two cases only, 100 ccm. 1 per cent. camphor oil being applied 
before closing the abdomen. One patient made a good recovery, but the 
other died with symptoms of peritonitis without rise of temperature, and 
the impression was that it would be better not to apply the oil at the 
time of the operation. This impression has been strengthened by some 
experimental work by P. Delbet. 

Next was tried the preparation of patients by injection before the 
operation, and for this purpose first an injection of 1 ccm. novocain was 
followed by 30ccm. camphor oil, in some cases 1 per cent. and in some 
1o per cent. This was done once 24 hours before the operation, in 3 cases 
48 hours before, in 5 cases 72 hours, and in one 96 hours before. Apart 
from slight colic in three patients there was no unpleasant result from 
this. When the abdomen was opened no case showed any hyperzemia of 
the peritoneum, but a slight cloudiness was frequently seen, which was 
due to a fine emulsification of the oil, for it could be removed by gentle 
swabbing, when the unaltered membrane appeared below. Of the 10 
operations three were easily performed, while seven gave rise to serious 
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difficulty. Cultures taken at various stages of the operation, as is 
customary in this clinic, showed that where the oil had been used the field 
of operation remained sterile during the whole period, but this finding, 
which was certainly of great interest, did not correspond to the results 
later, for of the seven serious cases three died—one on the second, one on 
the third, and one on the eighth day, all with typical signs of severe sepsis, 
and cultures at the autopsies showed masses of septic bacteria, so that 
there can be no hindrance to growth due to the oil. Whether the patients 
died from bacterial invasion, or from toxin absorption, is of little practical 
value, but the results show that previous injection of the oil is of no 
service. All the ten patients were cases of carcinoma uteri, and the 
operation in each instance was that of Wertheim. W.R.P. 


Uterine Fibroma and Adeno-Angeio-Lipoma of Suprarenal Body 
in a Gynandroid. 

AuvRay (Revue de Gynéc. et de Chirur. Abd., April 1912) has prepared 
a monograph on uterine tumours in hermaphrodites and on the surgery of 
tumours of the suprarenal body. A woman aged 72 died in hospital with 
symptoms of intestinal obstruction. She had a peniform clitoris and an 
extremely narrow vagina. The obstruction was due to the pressure of a 
uterine fibromyoma, over three and a half pounds in weight. The ovaries 
were atrophied but there were cicatrices of old corpora lutea in their 
stroma. A tumour of the size of a cocoanut lay close to the left kidney. 
It proved to be an adeno-angeio-lipoma of the suprarenal body. Auvray 
has collected a considerable number of reports of uterine tumours in pseudo- 
hermaphrodites. More important is his series of clinical reports of hyper- 
plastic tumours of the suprarenal body associated with hermaphroditic 
malformations. Apert, Auvray informs us, has demonstrated recently, on 
clinical evidence, that these tumours when they develop in sexual life are 
associated with suppression of the periods and of the sexual instinct. In 
childhood, on the contrary, precocious puberty is observed. But when the 
suprarenal hyperplasia begins in the female foetus, hermaphroditic changes 
appear. The upper part of the genital tract remains feminine, the outer 
part becomes masculine, and a prostate develops. Glynn of Liverpool, 
Auvray notes, has arrived at similar conclusions (‘‘ Some Observations on 
the Influence of certain Ductless Glands upon the Sex-characters,”’ Liver- 
pool Medico-Chir. Journ., Jan. 1912, p. 149). Auvray adds some instructive 
series of notes on other tumours of the suprarenal body. Fourteen cases 
of cysts, mostly haemorrhagic in origin, are reported. [They are chiefly 
taken at second hand from ‘Treu’s ‘‘ Inaugural Thesis,’’ Jena 1909, the 
present Reporter’s ‘‘ Cystic Tumour of the Suprarenal Body,” Proc. Royal 
Soc. Med., vol. i, Surgical Section, p. 201, is given as “ résultat ?’’] 
Thirty-six malignant and five tuberculous tumours are described. But it is 
only the hyperplastic, adenomatous growths of the suprarenal body that 
seem essentially associated with pseudo-hermaphroditism. A.D. 


Wassermann Reaction in Pregnancy and in the Feetus. 

Daunay, working with Bar in the clinique Tarnier, publishes his obser- 
vations (Arch. Mens. d’obstét. et de Gyn., April 1912) in great detail with 
notes on 146 women and 34 children examined since the publication of 
their previous paper in 1908 (L’Obstét., 1909). 

Various problems are discussed, the influence of the period since infec- 
tion, the effect of mercurial or of salvarsan treatment, the inhibitory 
influence of pregnancy on the reaction, the reactions obtained from milk 
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and from urine, from the cerebro-spinal fluid of the child, the therapeutic 
value of the milk of a woman treated with salvarsan. In this last case the 
value was found clinically to be almost nil; any value it may have is not 
due to the passage of arsenic. The reaction is of value in women who 
from their abortions are suspected of having syphilis, and the proportion of 
positive results is increased when the administration of salvarsan reacti- 
vates the reaction. Colles’ law is considered, and the author thinks his 
findings do not prevent our acceptance of it, and he believes that his results 
prove the truth of Fournier’s teaching on syphilis conceptionelle. The 
paper contains so much information in tabular form that it does not lend 
itself to a summary. E.H.L.O. 


Corpus Luteum and Intractable Vomiting. 

Cuiri£, Paris, working with Bar in the clinique Tarnier, publishes the 
case of a woman (Arch. Mens. d’Obstét. et de Gynécol., April 1912) who 
died of vomiting. Details, with a drawing, are given of the corpus luteum, 
which was found to be cystic, and a large part of it was destroyed by the 
cyst formation and by invasion of connective tissue. It looked like an old 
corpus luteum in process of atrophy. Chirié draws no conclusions from the 
single case, but thinks the whole subject requires further inquiry. He 
reviews the work of Lebreton, Niskoubina, Pinard and others. 


E.H.L.O. 


Hysterectomy for Uterine Cancer during Pregnancy. 

Faure (in Arch. Mens. d’Obstét. et Gynécol., April 1912) relates the 
history of four operations performed by himself. Two patients survive 
after more than a year and a half, one patient died five months later from 
urzemia due possibly to compression of a ureter, and the fourth was operated 
on in February and was still in hispital. The interference was in the 
fourth to the sixth month. 

Faure considers the condition of the mother of first importance in laying 
down indications for operation. If the case is operable operate at once 
whether the foetus be viable or not. For example, in the fourth case the 
pregnancy had advanced to the middle of the sixth month: there was a 
secondary nodule in the vaginal wall and the ultimate result was doubtful, 
yet he considered early operation advisable : in fact the indications are the 
same whether the woman be pregnant or not; if the uterus is movable it 
is operable, if it is fixed it is inoperable, but there are exceptions to the 
general rule. Pain is a bad sign as it usually indicates invasion of the 
sacral plexus. 

The operation itself is comparatively easy, owing to the softening of 
the parts. For choice Faure would open the uterus to extract the foetus if 
it be viable before removing that organ, but before the seventh month the 
uterus should be removed unopened. The technique is similar to that of 
Wertheim’s operation. E.H.L.O. 


Théses from Archives Mens. d’Obstétrique et de Gynécol., 
April, 1912. 
Theses de Bordeauz. 
Anatomy of utero-ovarian anastomosis. Kerurann. (No. 25, Dec. 1911.) 
The uterine artery does not supply the ovary: the ovarian sends a special 
branch to the cornu and to the tube. 


Ovarian cysts in the child. Brun. (No. 30, Dec. 1911.) Progress is 
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slow unless the pedicle becomes twisted. They are commonly dermoid, 
occasionally mucoid or rarely mixed. 
Suckling after mammary abscess. Bérard. (No. 30, Dec. 1911.) This 
can be accomplished if care is taken to make a small incision and to empty 
by suction. Multiple abscesses of panmastitis are excluded. 
The foci of chief intensity of the foetal cardiac sounds. Balard. (No. 
39, Dec. 1911.) Verifies the classical descriptions and does not agree with 
Fabre that the sounds are conducted to the foetal shoulder. 
Treatment of infantile eczema with thyroid. Valmarin. (No. 44, Dec. 


1911.) To be given in small doses over a prolonged time in cases not 
obviously of gastro-intestinal origin. 


Theses de Lyon. 

Induction of labour in tuberculous women. Colombet. (No. 71, Jan. 
1912.) ‘‘An excellent piece of work,”’ collecting much material from the 
practice of workers in France and abroad. He concludes that abortion 
should be induced before the third month in women who, it is hoped, may 
recover, otherwise the pregnancy should be allowed to go on. Sterilization 
can be rarely indicated. 

Twin pregnancy and eclampsia. Soubeyran. (No. 77, Jan. 1912.) Con- 
cluding that with twins the mortality is higher. 

Fochier’s rule for forecasting the date of labour. Tonnot. (No. 78, 
Jan. 1912.) Fochier takes the middle day of the period, adds seven days 
and counts back three months. In 1,000 labours found correct in 5 per 
cent., and though often considerably out is yet one of the best methods. 


E.H.L.O. 
Théses de Lyon. 


Late incision of mammary abscess. Deyrieux, July 1911, 139. In 
abscess of gland wait till pus has actually formed and evacuate by a small 
incision : don’t wait too long. 

Puerperal infection with Leeffler’s bacillus. Gide, July 1911, 108. 
Occasionally pure, commonly with streptococcus, produces membranous 
growth: usually follows direct infection from a case of diphtheria. 

Infected pelvic haematoceles. Cleu, July 1911, 123. Diagnosis : operate 
per vaginam. 

General purulent peritonitis and drainage. Coudet, July r1o11, 124. 
Experiments on animals and human cadavers: ordinary drains useless in 
recumbent position. The drainage tubes must run downwards; i.e., per 
vaginam in Fowler’s position, or vagina and iliac fossa in recumbent 
position. 

Adenoids in sucklings. Durif, July 1911, 119. 

Urinary vaginal fistulas after hysterectomy for cancer. Cheoreau, July 
1911, 116. Treatment of this condition by colpocleisis at a high level, 
close under the fistula : operation not to be undertaken within six months 
of the original Wertheim’s operation in case of recurrence of the cancer. 

Cure of retroversions by pessaries. Joly, Nov. 1911, 5. 

Anuria from pressure of ovarian tumours. Raux, Dec. 1911, 17. 

Operative treatment of uterine malformations. Gouillioud, Dec. 1911, 
19. Comprehensive work on operations on uterus for malformations : e.g., 
indications for vaginal or abdominal route in imperforate cervix: choice 
of operations in double uterus and so on. 

Intestinal origin of the poison in eclampsia. Liégeois, Dec. 1911, 24 
An exposition of the views of Fabre and Guillemard who isolated a toxin 
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from the fecal matter of eclamptic women: it is fixed by charcoal—that 
from poplar wood is the best to administer. The results from 1903—1911 
in the obstetrical clinique of Lyons are a maternal mortality of 7 per cent. 
and foetal of 21 per cent. in 28 cases. 

Intra-parietal fixation of the round ligaments. Giacardy, Dec. 1911, 29. 
Twenty cases treated by Pfannenstiel’s incision. The round ligaments are 
drawn out externally to the recti and are secured in the suturing of the 
fascia. An improvement, he maintains, on the mesial incision. 

Vaginal hysterectomy in infected abortions. Adde, Dec. 1911, 33. 
Nineteen cases and five deaths: 

Extra-peritoneal Czesarean section. Delbieu, Dec. 1911, 36 (sic). After 
historical introduction, recommendation of Déderlein’s operation. This 
can be delayed in minor degrees of contraction: the classical operation 
should be done early in labour. 

Infantile mortality in Lyons. Théveney, Dec. 1911, 36. An account of 
puericultural ’’ institutions. 

Necrosis and early infection of interstitial uterine myomata. Trotabas, 
Dec. 1911, 37. General infection with yellow discolouration. Aseptic 
necrosis gives no signs. 

Infanticide and the transitory psychoses of lying-in women. Sarrat, 
Dec. 1911, 40. There is no special form of sudden mania in healthy lying- 
in women: delirium results from some predisposing taint. 

Ultimate prognosis of Czsarean section. 

MarioTon, working in the clinique Tarnier under Bar, relates (in Arch. 
Mens. d’Obstét. et de Gynécol., March 1912) a series of 22 Czesarean 
sections performed on women who had already undergone the operation 
once or oftener. A further case was observed, that of a woman who was 
delivered naturally after having been submitted to operation in a previous 
pregnancy on account of eclampsia. Six of the women were operated on 
for the third time and one for the fourth time. Two points in particular 
were investigated : the risks of rupture of the uterus and the difficulties 
of the repeated operations. 

Bar has not seen rupture occur in his own practice but he prefers to 
operate before the onset of labour. Nevertheless he has observed that the 
uterus is sometimes thin at the seat of the old incision. This should be 
obviated by a careful suture of the muscular wall and avoidance of sepsis. 
He stitches with silk in one layer, using only a few superficial sutures at 
any point where the silk has not completely closed the wound. 

As to the difficulties and complications these are chiefly :—hernia of 
the old scar which must be removed at the time of operation but causes 
no difficulty :—adhesions may occasionally be troublesome and are usually 
to be ascribed to sepsis after the previous operation, though occasionally 
due to mechanical irritation. Bar found no real difficulty from adhesions 
in the eleven operations where he found them, and was always able to 
draw the uterus out through the abdominal incision: adhesion of the 
membranes caused slight delay in two cases: haemorrhage was not more 
troublesome than in first operations: thinning of the wall may cause 
difficulty in suturing from the impossibility of getting sufficient tissue for 
proper coaptation of the wound; to obviate this Bar incises some distance 
away from the cicatrix. 

In one case, out of 135, a silk suture led to the formation of an abscess 
two years after a second Czesarean section: when this was incised the 
uterine cavity was opened and hysterectomy was performed. 
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In one case it is possible that adhesions after operation led to premature 
delivery in a subsequent pregnancy, but Bar has not known of abortions 
in any woman operated on by himself. 

He concludes that if the cases are well chosen to avoid risks of sepsis 
there is no reason for sterilizing a woman at the time of operation. 


E. H. L. O. 


Hebosteotomy. 


TH. H. VAN DE VELDE, Haarlem, publishes a second memoir (Arch. 
Mens. d’Obstét. et de Gynécol., January 1912) on hebosteotomy. The 
paper is somewhat in the form of a special pleading for this treatment in 
a comparison with other methods. Thus, he rejects induction of premature 
labour, as also craniotomy of the living child in most cases, except possibly 
in women who are obviously seriously infected. Similarly he rejects the 
application of the forceps above the brim unless the failure of engagement 
be due to lack of expulsive power, or he is prepared to proceed to cranio- 
tomy. As to podalic version he distinguishes between cases in which it 
is indicated, i.e., in transverse presentations and with prolapsed cords; 
cases where therapeutic version is required, that is, where it is considered 
more easy to extract the head last, and cases where version is prophylactic, 
that is, when the head remains movable above the brim. For himself he 
performs this operation only in very slight degrees of contraction at the 
brim and prefers even then to do a prophylactic osteotomy, for it is too late 
to operate after the head is jammed. 

Part of this paper is a criticism of Kouwver’s paper on Ceesarean 
section, pointing out the various risks and bad after results of this 
operation, which however he considers indicated in pelves of less than 7} 
to 8cm. when the child is of normal size. In conclusion, he advocates 
patience, but patience and watchfulness during labour, and more super- 
vision during pregnancy. E. H. L.0. 


Pubiotomy in face presentation. 


ARTHUR Morse (Surgery, Gynecology and Obstetrics, February 1912) 
gives details of a case of face presentation treated by pubiotomy, and 
states that he has only been able to find four other cases reported in 
literature. From a study of these cases the author believes that he is 
justified in drawing up the following provisional line of treatment for 
the future :— 

If the chin is in front and the pelvis normal spontaneous delivery is 
to be expected. But if the pelvis is contracted and spontaneous delivery 
does not occur the saw should be put into position for pubiotomy and 
forceps applied. If delivery cannot be effected the bone is sawn through, 
provided the child is in good condition. 

In mento-posterior positions conversion into a vertex presentation 
should be attempted as soon as the cervix permits. Failing this podalic 
version should be performed as soon as the os is fully dilated. If the head 
is so deeply wedged in the pelvis that neither of the above treatments are 
applicable, the head should be allowed to advance in the hope that it will 
rotate; if it does not do so pubiotomy should be performed as before. 

If the chin has rotated into the hollow of the sacrum and conversion 
or version fail pubiotomy must be performed. Pubiotomy is contra- 
indicated when the true conjugate is 7°5 or less, and when the mother is 
presumably infected. W. W.K. 
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A study of the effect of constriction by Momburg’s tube on blood 
pressure, pulse rate, respiration and temperature. 

F. Apair (Surgery, Gynecology and Obstetrics, February 1912). The 
author has studied the blood pressure, pulse rate, etc., on twenty-three 
patients both during and after constriction with Momburg’s tube. The 
article, however, does not lend itself to abstraction. W. W. K. 


Use of Pituitrin as Stimulant to Labour Pains and as a Prophy- 
lactic before Czesarean Section. 

KRoeEMER (Zentralblatt fiir Gyndkologie, Nr. 39, 1911) records two cases 
exhibiting the uses of pituitrin. 

The first was a 24- year old primipara in whom labour had started one 
and a half days before entrance into hospital. The membranes had rup- 
tured with the onset of labour. The pains had ceased and on examination 
the os was found to admit only one finger. At 4 p.m. on 15 Aug., ‘6 cc. 
pituitrin was given intramuscularly and, several minutes afterwards, 
started regular pains, which lasted till midnight. By 9-30 p.m. the os was 
the size of a five-mark piece. At 11a.m. on the following day ‘8 cc. 
pituitrin was given and again strong and regular pains set in. The labour 
was terminated soon after with forceps. 

The second case was a 20-year old primipara,, in whom labour was 
induced two weeks before full time because of the presence of albumen, 
casts and blood in the urine. 13 cc. of pituitrin was injected intra- 
muscularly, and pains started ten minutes later, continuing with intervals 
varying from eight to three minutes for 64 hours. Next morning a further 
dose of *7 cc. of pituitrin was injected, which again started uterine con- 
tractions. As the patient’s condition gave considerable anxiety and to 
save the child extraperitoneal Caesarean section was carried out. The 
author says that the hemorrhage during the operation was very small in 
amount and this he attributes to the haemostatic influence of the pituitrin. 

The author states that he has not noticed that the administration of 
pituitrin loses effect with repetition. ‘he's 


Extra-peritoneal Czsarean Section. 

Baiscu (Zentralblatt fiir Gyndkologie, Nr. 43, 1911). At the Obstetrical 
and Gynecological Section of the German Scientific and Medical Associa- 
tion, held at Karlsruhe in September 1911, Baisch reports his experience of 
extraperitoneal Ceesarean section based upon fifty cases operated upon in 
the Frauenklinik at Munich. In every case an attempt was made to avoid 
entering the peritoneal cavity. In three cases this was impossible. In one 
case the peritoneal reflection was too low and the transperitoneal route 
had to be employed. In another case a severe heemorrhage from the uterine 
incision necessitated opening into the peritoneal cavity, whilst in the third 
case total extirpation of the uterus was necessary because of hemorrhage 
and heart failure. In 16 cases the peritoneum was torn in extracting the 
child. It was immediately stitched up. 

The maternal mortality was 3 out of the 50 cases ; 1 from eclampsia (the 
indication for the operation), 1 from sepsis in a patient who had been four 
days in labour, 1 from paralytic ileus. In the last case the peritoneum 
was slightly torn. Only the last two deaths are attributable to the opera- 
tion. The septic case occurred in the earlier trials of the operating. The 
foetal mortality was 6. 

The author states that extraperitoneal Ceesarean section is suitable in 
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many cases in which the classical operation or pubiotomy are contra- 
indicated because of infection. Cases in which there is definite infection 
as can be proved by bacteriological examination of the liquor amnii but 
which are not febrile, can be treated with success by this method. 

Baisch recommends a mesial longitudinal abdominal incision carried 
down to the peritoneum. The recti are retracted and the bladder, which 
is not completely emptied, is pushed to the right or left side. As a rule 
the peritoneal fold appears distinctly as a whitish band. It is pushed up 
as far as possible and the uterus is-opened in the middle line. 

The extraperitoneal space is drained only in suspect cases. There is 
no trouble with clean cases and the author believes that the bad results 
obtained by some men are due to maltreatment of the connective tissue. 

Czsarean Section and Hysterectomy for Placenta Previa During 
Labour. 

ScrprapEs (Zentralblatt fiir Gyndkologie, Nr. 41, 1911) says that in the 
clinic of Prof. Tauffer of Budapest the maternal mortality has been 6°36 
per cent. (7 deaths in 110 cases) and the foetal mortality 70 per cent.. In 
placenta praevia centralis the maternal mortality was 14 per cent. (4 out 
of 28) and the foetal mortality 83°5 per cent. With the object of bettering 
these figures Scipiades has carried out Cesarean section and supravaginal 
hysterectomy with good results. 

The first case was a 35-year old primipara in whom severe bleeding set 
in at the end of pregnancy, which lasted off and on for five days. On the 
fifth day it became very severe. As the patient was an elderly primipara 
she was extremely anxious to have a living child. In view of the rigid 
nature of the soft parts and the fact that there was a central placenta 
preevia the risks both to mother and child of an attempted delivery through 
the vagina determined Scipiades to deliver by Caesarean section. This was 
successful to mother and child. A Diihrssen’s tampon was introduced into 
the uterus and the lower end of the gauze was passed into the vagina. 
This was removed at the end of two days. 

The second case was also a patient of 38 whose first pregnancy had 
ended one year before in abortion. For six weeks before admission there 
had been bleeding which ultimately became very severe. As in the last 
case the rigid nature of the passages, the central position of the placenta, 
and the keen desire of the patient for a living child determined the reporter 
to deliver by Caesarean section. This was done with success to mother and 
child. 

The third patient was 40 years old and had seven previous pregnancies, 
which were normal. She was admitted near the end of pregnancy with 
severe anzemia and pulse between 130 and 140 due to hemorrhage. The 
child was dead. A colpeurynter was introduced into the vagina with the 
hope of temporarily controlling the hemorrhage. In the interest of the 
mother supravaginal amputation of the uterus was carried out. This was 
done because the child was dead, because the woman had been examined 
and plugged by unknown hands before admission to hospital, and finally 
as she was an viii-para, who had performed her maternal duties to the full. 
The result was good. VY. 


Posterior Cervical Cesarean Section. 

Potano (Zentralblatt fiir Gynikologie, Nr. 40, 1912) describes a new 
method of performing Czesarean section in which the child is delivered 
through a sagittal incision made in the posterior aspect of the uterus at 
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the level of the cervix and lower uterine segment. He claims for this 
operation the advantages of a low incision which are also present with the 
extraperitoneal methods, but it is superior to these various operations from 
the facts that it is easier to do, there is less blood loss and there is less 
difficulty in delivering the child. 

The technique is as follows: The abdomen is opened in the usual way 
and the intestines are protected with a soft towel which is also packed into 
the pouch of Douglas. Another towel is rolled round the uterus, which is 
forcibly anteflexed over the anterior abdomen wall. Its anterior surface is 
protected by a soft towel. The cervix and lower uterine segment are 
incised as described above, the membranes are opened and the child is 
removed. Thereafter the placenta is expressed. If the case is suspected 
or definitely infected a drainage tube is inserted through the upper part 
of the wound and drawn through the cervix into the vagina. The tube 
may be of glass or rubber. A T-shaped tube is preferable. It is removed 
in a few days. The uterine wound is then closed with catgut. If the case 
is clean the uterine wound is closed completely. 

Polano has carried out four deliveries by this method, all of whom did 
well. In one case the delivery was carried out before labour set in, 
towards the end of pregnancy. In all there was very little bleeding. One 
of the children died after thirty-six hours from pneumonia. Je ¥- 


Treatment of puerperal infections with lactic bacilli. 

BRINDEAU gives his experience (Arch. Mens. d’Obstét. et de Gynécol., 
March 1912) of this treatment which he first recommended in 1908. He 
gives brief notes of a series of cases where intrauterine injections of lactic 
bacillus cultures were administered, and also of wounds of the vulva and 
vagina, post-operative fistulae, abscesses of mamma and other surgical 
conditions. His general conclusions are that such treatment gives good 
results and is not in itself dangerous : this method gives specially favour- 
able returns when applied to infected wounds of the perineum, and is of 
great use in cleaning these prior to operation. 

Brindeau makes use of the Bulgarian bacillus, preferably in cultures 
well supplied with sugar of milk. If dry powders, such as can be got by 
pulverizing the various tablets in the market, be used the products are less 
active, and as these are liable to contamination they should not be used 
intraperitoneally as is possible with the liquid cultures. Of course in 
applying the cultures to a perineum no antiseptics are to be used con- 


Acute peritonitis in puerperal women. 

Bogue., Angers (in Arch. Mens. d’Obstét. et de Gynécol., January 1912), 
gives his experience of the treatment of acute peritonitis arising during 
the puerperium. In the first place the general rule in surgery of operating 
at once to remove the cause of a general peritonitis is not applicable in 
midwifery, because the removal of an infected uterus is not successful and 
is in any case often unnecessary. Secondly, the diagnosis of an acute 
general peritonitis is often difficult to establish accurately. He himself 
admits having made several mistakes, overlooking extensive peritonitis 
where a general septic infection masked the local signs and conversely 
assigning to a local peritonitis the symptoms of a general infection. His 
conclusion, given modestly and undogmatically, is:—when in doubt 
operate. For method he prefers the abdominal route to the vaginal, 
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opening the median line sufficiently to admit a hand to explore the pelvis. 
He inserts one or more non-fenestrated rubber tubes and sews up the 
wound leaving only room for the drainage. The tubes are removed on the 
third or fourth day unless suppuration is established, and in this last 
condition only does he wash out. If local focus is suspected he may open 
directly over it for drainage but abstains from meddling with inflamed 
tubes, etc. He has never had occasion to remove the uterus and only 
occasionally uses the curette, but swabs out the uterus. He places the 
patient in the semi-recumbent Fowler’s position. Saline injections sub- 
cutaneously and per rectum are always given, also electrargol intra- 
muscularly or intravenously and camphorated oil. Nucleinate of soda has 
not proved itself useful. His general results are encouraging. 
E. H. L. O. 

Acute Dilation of the Stomach during the Puerperium. 

AUDEBERT (Ann. de Gyn. et d’Obstét., Feb. 1912) has collected two 
further cases of this rare condition. He originally drew attention to the 
condition in 1907, and since then only eight cases have been published by 
other observers in French journals. The author does not think that the 
condition is really as rare as this but believes that cases are frequently 
put down to other causes such as post-anesthetic vomiting. The first case 
that he gives details of was that of a primipara without symptoms of 
toxzemia who started vomiting half-an-hour after an easy labour. The 
vomiting was accompanied by severe abdominal pain which was not 
telieved by an enema containing laudanum. The next day, October 26th, 
the symptoms continued in spite of large enemata. On examination the 
abdomen was generally distended and tender. Temperature normal. 
Pulse 96. The symptoms continued during the 27th and 28th in spite of 
treatment. The swelling of the abdomen was very marked and the pain 
was relieved by ice compresses. On the 29th the vomiting ceased, the 
pain was less severe and several motions were passed. From this time 
the patient did well. 

The second patient was also a primipara, but here persistent vomiting 
began with the onset of labour. She was delivered under chloroform 
anesthesia with some difficulty. After delivery the vomiting continued 
and the pulse rose, the extremities were cold and the eyes sunken. The 
patient was now turned on to her stomach, almost flat in bed, and the 
symptoms at once improved. The patient finally did well. 

Reviewing the published cases Audebert draws attention to the variable 
time of onset of the symptoms—which may be up to the fourth day after 
delivery. 

He recommends the ventral position of the patient as a means of 
treatment. Cc. W. 


Rupture of the Tentorium at Birth. 

Potr (Zeitschr. f. Geb. u. Gyn., Bd. Ixix, Hft. 3) has an exhaustive 
paper on this cause of foetal death during or shortly after birth. He 
records 33 cases, and states that the condition was present in 14 out of 
1o1 newly born infants upon whom autopsies were performed at Marburg, 
and in 6 out of 15 in the last four years at Halle. As is to be expected 
the births were in many cases difficult—6 cases of contracted pelvis, 4 
forceps, 3 version for placenta praevia, 1 vaginal hysterectomy, and so on. 
Extraction of the head in breech cases accounted for 9. Forty per cent. 
of cases were normal births, however, so it is evidently a disaster that is 
not confined to difficult labours. R. W. J. 
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Lacerations of the dura mater. 

MEYER and Haucu, Copenhagen (in Arch. Mens. d’Obstét. et de Gyn., 
March 1912), describe their observations, clinical and experimental on 
lacerations of the dura mater, more particularly of the tentorium cerebelli 
and of the falz. On the experimental side they show that compression of 
the skull, especially in its long diameter, stretches these layers of the 
dura. This can be demonstrated by making windows in the sides of the 
skull and scooping out the brain on each side with a spoon. Stretching 
is, however, much more marked if the cavity be stuffed with wadding, 
when the tension may easily lead to tearing. 

On the clinical side they give details of all the dead children in 1,200 
consecutive births, including still-births and those dying a few days after 
delivery. There were 64 in all and included 28 with lacerations, and of 
these the tears were believed in 15 cases to have been of no importance. 
This leaves 13 cases where the death can be ascribed to haemorrhage due 
to laceration. Six of these were still-born, of which five were delivered by 
forceps with difficulty and one by version. Of the seven born alive, one 
was premature and was delivered spontaneously, three were turned and 
delivered footling. Two survived for several days and vomited blood 
proceeding from numerous ulcers in the stomach; this supports Beneke’s 
conclusion that intradural hemorrhage leads to ulceration of the stomach. 

In 8 cases there was laceration of the falz, always associated with 
laceration of the tentorium, but the converse is not true, for there is often 
laceration of the tentorium without any tearing of the falz. 

In reviewing these cases Meyer and Hauch are of opinion that the 
lacerations were caused by compression of the head, especially by a faulty 
(antero-posterior) grip of the head. Thus, in noting the grip of the forceps, 
it is remarked that in 46 cases of good grip there were no deaths, while in 
20 with a bad grip there were 8 deaths caused by laceration. 

The paper is illustrated by photographs to show the position of the 
ruptures described and to show the relations of the parts to the great 
sinuses. E. H. L. O. 


Death-rate of premature infants. 

PLaucHu, Lyons, studies the deaths of children sent from the Lyons 
maternities to a nursling institution (Arch. Mens. d’Obstét. et de Gynécol., 
January 1912). He concludes that the children born prematurely of 
syphilitic and tuberculous mothers die at the rate of 68 and 14’6 per cent. 
respectively. Other general causes of prematurity do not seem to influence 
the death rate, which is 2'4 per cent. BH-L:O. 


The pathogenesis of hemorrhagic diseases of the new-born. 

E. A. Grauam (Jour. of Exper. Med., vol. 15, No. 4, April 1st 1912, p. 
307) suggests that those conditions of the new-born characterized by a 
hemorrhagic tendency, icterus and fatty changes are probably all syn- 
dromes which may occur as the result of a number of toxic agents. He 
includes among these bacterial poisoning, drugs such as phosphorus and 
chloroform, and the undefined poisoning of acute yellow atrophy and 
eclampsia. Two series of experiments are reported which show that in 
the foetus of guinea pigs, rabbits, cats and dogs a very similar lesion can 
be produced by (1) the administration of chloroform, and (2) the ligation 
of branches of the uterine artery near full-term. Chloroform is not held 
to be the only substance that has this power but stands rather as one 
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member of a group of agents the effects of which in general, and in 
individual organs, are similar to those caused by lack of oxygen. A com- 
parison of the essential features of these conditions with delayed chloroforni 
poisoning is made—particularly as regards cases where there is no evidence 
of umbilical sepsis. Further results are promised and a very full biblio- 
graphy is appended. H. L. M. 


Théses (“La Gynécologie,” January, 1912). 

Interstitial pregnancy. Greyfié de Bellecombe,—Paris 1911, No. 113— 
reviews the literature. The condition is rare but more cases are found as 
the condition becomes better known. The uterus grows conical unless the 
ovum burrows into the lateral wall of that organ. The position of the 
round ligament varies much according to the direction of the growth of 
the ovum; it is at first on the top of the sac but later is external, rarely 
anterior. The tubes have an unsymmetrical insertion; the uterus is 
unsymmetrical; there is a fluctuant tumour in the hypertrophied part of 
the uterus. Rupture usually takes place before the third month. The 
progress is that of ectopic pregnancies generally. Treatment is surgical : 
Greyfié de Bellecombe recommends immediate operation in rupture with 
hzemorrhage; cases diagnosed early may be evacuated through the uterus 
but this must be rare. Removal of the sac can in rare cases be accom- 
fished, but in most the uterus must be amputated. 

Interstitial pregnancy going almost to full term: elimination of the 
broken-down foetus through the uterus. Onfroy de Bréville—Paris 1911, 
321. A v-para went almost to term and then had a false labour. A year 
later bones were extruded through the uterus. At the operation, in Oran, 
the cyst was found to be in the uterine fundus internal to the round 
ligament. Subtotal hysterectomy was performed. Three similar cases are 
referred to and interstitial pregnancy in general is considered. 


Théses (L’Obstétrique, January, 1912). 
Théses de Paris. 

Ovarian insufficiency and the uveal tract. Berche, 1911, 322. Arras. 
Irido cyclitis successfully treated by opotherapy. 

Ovarian insufficiency and thyroid insufficiency. Mme. Collard-Huard, 
I9II, 323. Jouve. Close connection between the two: necessity of com- 
bining ovarian and thyroid opotherapy. 

Prognosis in birth of large children. Alphand, 1911, 317. Ollier-Henry. 
Children from 4 to 6 kilos in weight: prognosis on the whole good. 

Radio-therapy in uterine fibroids. Meyer, 1911, 331. Jouve. Best in 
fibroids of recent growth in women approaching the menopause. 

Retro-placental hzemorrhage. Le Golvau, 1911, 343. Rousset. Due 
chiefly to auto-intoxication characterized by albuminuria: more rarely by 
injuries and too short cord : prognosis grave for child. Treat by rupturing 
the membranes and evacuating the uterus, by Caesarean section if necessary. 

Depopulation of France. Infantile mortality due to Ignorance and 
Poverty. Deschamps, 1911, 344. Steinheil. 

Changes in the milk of gorged breasts. Quemper de Lanageol, 1911, 
347. Rousset. This contains less fat. If suckling is too frequently 
repeated the milk is too rich: if each drink is too short the milk is too 
thin, if too long the milk is too rich. 

Ruptured pyo-salpinx. Hauras, 1911, 359. Henry. 

Induced labour in contracted pelvis. Desnours, 1911, 353. Vigot. 
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Gives the teaching of Bar. Method going out of use in favour of surgical 
intervention and of expectancy: contra-indicated in generally contracted 
pelvis with less than 85 millimetres conjugate and in flat pelvis of less than 
80. 

Ovarian metastases of cancers of the digestive organs. Metzger, 1911, 
354. Steinheil. A collection of 283 cases illustrated with plates. 

Diathetic cutaneous lesions in sucklings. von Bergmann-Rosoff, 1911, 
357-  Ollier-Henry. Various eczemas urticarias, etc., due to arthritic 
diathesis. 

Uterine involution. Goldenberg, 1911, 370. Jouve. Size of uterus 
difficult to determine as it is pushed up by bladder and rectum. 

Teeth at birth. Debégue, 1911, 371. Rousset. Precocious milk teeth 
and abnormal temporary ones. 

Mercurial vapours and milk secretion. Perrin, 1911, 390. Ollier-Henry. 
Six cases: hypersecretion followed by suppression. 

Iodine and turpentine in obstetric practice. Charrier, 1911, Steinheil. 
Intrauterine use of iodine also of turpentine which last can also be used 
in the Lyons fashion by subcutaneous injections. 

Herpes gestationis. Mlle. Levigne, 1911, 397. Bertrand. A study of 
painful recurring polymorphous dermatitis illustrated by photographs. 

Professional secrecy and abortion. Jacquemin, 1911, 498. Jouve. 
Secrecy must be preserved : educate society. 

Slight lumbar neuritis of puerperal origin. Routhier, 1911, 447. Rousset. 
Common, transient, characterized by paresis of lower limbs and exaggera- 
tion of patellar reflexes. 

Cystoscopy, etc., in pregnancy and puerperium. Brothier, 1911, 452. 
Rousset. Detailed methods of ureteral catheterism, etc. 

606” in congenital syphilis. Lorreyte, ‘1911, 460. Jouve. Best in- 
jected into mother during pregnancy, as the arsenic does not pass into the 
milk and injections into new-born child are dangerous. 

Icterus neonatorum. Morize, 1911, 480. Jouve. Due to blood condi- 
tions : (1) corpuscular instability and haemolysis; (2) a hemolysin : due to 
liver conditions; (3) hepatitis; (4) biliary obstruction. 


Théses d’Alger. 
Dystocia from the shoulders in head presentations. Yaich, 1911. A 


series of cases delivered by Rouvier’s axillary hook without damage to the 
child. 


Théses de Bordeaux. 

Rapidity of death in ruptured tubal pregnancy. Doche-Laquintane, 
1911, 84. Advises early operation. 

Puerperal amaurosis. Dabadie, 1911, 107. Post eclamptic amaurosis, 
with fundus apparently intact, probably due to cedema of occipital lobe 
as in ureemia. 

Clinical relations of left tube to sigmoid. Castéra, 1911, 121. Adhesions 
often found : symptoms often due to this. 


Théses de Lille. 

Intra-uterine puericulture. Leblanc, July 1911, 29. Dispensaries in 
Lille for pregnant women. 

Heemorrhage from vicious insertion of placenta. Deflandre, Nov. ro11, 
4. Treatment of ante-partum heemorrhage: ten cases. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
OBSTETRICAL AND GYNA:COLOGICAL SECTION. 
Meeting held on April 11th, 1912. 

The President, Dr. AMAND RoutH, in the chair. 


The following specimens were shown :— 

Dr. EDEN : Uterus and appendages from a case of primary amenorrhea. 
Dr. DRUMMOND MAXWELL: Fibroid polypus becoming carcinomatous. 
Mr. GLENDINING read a paper on 


FIBRO-ADENOMATA OF THE OVARIAN FIMBRIA AND THE QUESTION OF THE 
ACCESSORY OVARY, 


in which he described four cases of this new growth, which, in the absence 
of a critical histological examination, may readily be mistaken for ovarian 
tissue. He then proceeded to classify the evidence in favour of the occur- 
rence of accessory ovaries, and indicated that in one group the above 
described growths were probably erroneously included as accessory ovarian 
tissue. 

Dr. J. D. Barris read a paper on 


RETROFLEXION OF THE GRAVID UTERUS COMPLICATED BY HatMATURIA. 


The patient, a multipara, cet. 35, had her last normal period at the 
end of September 1911. On January 8th 1912, she had an attack of severe 
abdominal pain, and the next morning could only pass urine with difficulty. 
For the next seven days the patient continued to suffer from pain over the 
bladder, and had difficulty in passing water. During the next fortnight 
she was only able to hold her water for an hour, and the abdomen was 
noticed to increase rapidly in size. She was then seen in the out-patient 
department by Dr. Griffith, who found the abdomen enormously distended 
and occupied by a tumour, which extended to within one inch of the costal 
margin. A catheter was passed and 7 pints of clear urine were withdrawn. 
The patient was admitted to the gynecological ward, and 3} hours later 
another 34 pints of urine were withdrawn. The abdominal tumour entirely 
disappeared. On examination by Sir Francis Champneys the cervix was 
found high up in the vagina almost out of reach, and pointing forwards. 
The sacral hollow was occupied by the retroverted gravid uterus. The 
bladder could be felt extending up to one inch above the navel, and when 
the catheter was again passed 28 ounces of bloody urine were drawn off. 
The uterus was then replaced and a rubber ring inserted into the vagina. 
A rubber catheter was inserted for the next twelve hours, after which the 
urine was drawn off every four hours. There was no more haemorrhage. 
Subsequently the patient made a good recovery, and was able to pass her 
urine without difficulty. There was never at any time any cystitis. 

In all the recorded cases of heematuria the complication has been caused 
by the accompanying cystitis. In Dr. Barris’s case there was no evidence 
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of this, for no micro-organisms were found either on staining films or after 
cultivation. The hematuria may have been caused by rupture of a blood 
vessel in the wall of the bladder, or by a tear in the lining mucous mem- 
brane, due either to over distension or to the sudden relief of tension. 
Grosse is of opinion that a tear in a large varicose vein of the bladder is a 
common cause of hematuria during pregnancy, the varicose condition 
being due to the pregnancy, in the same way as hemorrhoids and varicose 
veins of the vulva. That this condition does occur has been demonstrated 
by Luys with the cystoscope, and was also observed at a later examination 
in the case recorded above. 


Dr. WILLIAMSON read a short communication on 


DEATH OF THE CHILD DUE TO RUPTURE OF UMBILICAI, VESSELS DURING LABOUR. 


In most cases where a child has bled to death from rupture of an 
umbilical vessel during labour the insertion of the cord has been velamen- 
tous. The insertion of the cord is velamentous in about °7 per cent. of all 
human placente. In twin pregnancies this insertion is more common. 
V. Winkel found it as frequent as 5 per cent. in the Dresden Clinic. The 
essential anatomical feature of a velamentous placenta is the termination 
of the cord at some distance from the placental edge, the vessels diverging 
from one another and running over the chorion leve for a greater or less 
distance. The vessels may take a wide sweep over the membrane, and 
may eventually reach the placenta at a point on the margin most distant 
from the cord. If these vasa aberrantia run in the portion of the mem- 
branes which lies in front of the presenting part of the child they are 
termed ‘‘ vasa preevia,’’ and it is obvious that they may imperil the life of 
the child in two ways—(1) they may be compressed between the presenting 
part and the wall of the lower uterine segment, and thus cause asphyxia ; 
and (2) they may be torn across when the membranes rupture and thus 
cause haemorrhage. 

S.S., eet. 32, was admitted to the Lying-in ward of St. Bartholomew’s 
Hospital on February 25th 1912. She was found to have a generally 
contracted pelvis. Foetal movements were felt, and the foetal heart was 
audible. As the head was small, and could easily be made to enter the 
brim, labour was allowed to take its natural course. After the cervix was 
fully dilated the patient began to lose a little blood with each pain, and 
the membranes were ruptured. As the bleeding continued the child was 
delivered without difficulty with forceps. It was pale, bloodless, and the 
heart was not beating. Twenty minutes later the placenta was expelled. 
On examination it was seen that the placenta was of the velamentous type. 
There was a rupture of an umbilical artery two inches from the cord, and 
the branch of the umbilical vein corresponding to the ruptured artery was 
thrombosed through the greater part of its length. It is probable that this 
vein was compressed between the presenting part and the uterine wall at 
a spot near its entrance into the main umbilical vein, and as a result 
became distended with blood, which then coagulated. When the second 
stage of labour commenced the membranes did not rupture at once, and as 
the increasing retraction of the uterus drove the bag of waters on towards 
the vagina, the chorion gave way near the upper pole of the ovum, and at 
the same time the artery was torn across. The condition can be diagnosed 
during labour if pulsating vessels are felt running across the presenting 
pole of the bag of membranes. After bleeding has commenced the cases 
are usually mistaken for placenta praevia or accidental hemorrhage. In 


: 
| 
ke 
| 


Reports of Societies 318 


one or two cases suspicion has been aroused because in spite of severe 
bleeding the mother showed no signs or symptoms of hemorrhage. The 
presence of nucleated red corpuscles in the blood would confirm the 
diagnosis. 

Spiegelberg recommends that when the diagnosis is made early the 
membranes should be preserved intact till the cervix is fully dilated, and 
the child then rapidly extracted. The author is of opinion that when 
diagnosed early in labour, the best chance of saving the life of the child 
lies in Caesarean or vaginal section, but when the vessel has once ruptured, 
the life of the child is so precarious that such operations would not be 
justifiable. 


Meeting held Thursday, May 2nd, 1912. 
The Vice-President, Dr. HERBERT SPENCER, in the Chair. 


Dr. LEWERS showed a specimen of broken glass catheter removed from 
bladder. 


Dr. LocKYER showed a specimen of uterus removed after utriculoplasty. 


GANGLION NEUROMA OF THE MESENTERY. 


Dr. MACNAUGHTON-JONES read a short communication, which included 
the details of a case on which he operated for abdominal tumour, which 
proved to be a ganglion neuroma of the mesentery. The patient was aged 
18, and the tumour was first discovered when she was five years old. From 
time to time various opinions were held as to its nature and the feasibility 
of its removal, but the views with regard to this were most unfavourable. 

The patient came under the care of Dr. Beckett Overy, to whom he (Dr. 
Macnaughton-Jones) was greatly indebted for this interesting case, in 
April 1911, and was again seen with him in consultation with Dr. 
Macnaughton-Jones in the July of the same year. The tumour was then 
rapidly increasing in size, and in December extended to the left side from 
a few inches above the umbilical line to midway between the umbilicus 
and the pubes. It was then decided to remove it. It was not painful, the 
only symptoms being constipation and sickness. On December 30 the 
operation took place. 

The tumour was situated between the layers of the mesentery, and was 
attached by some nine inches through the root of the latter to the vertebral 
column. There was rather severe hemorrhage during its final delivery. 
The patient ultimately made a good recovery, and in April was reported 
as having walked three miles. 

The tumour was reported upon by Dr. Drummond Maxwell, and its 
microscopical features pronounced to be those of a true ganglion neuroma. 
It was of an unusually large size for a growth of this character. Such 
tumours, first described by Virchow, are extremely rare, and Dr. 
Macnaughton-Jones could find no record of one in this situation. An 
interesting clinical fact was the extreme mydriasis which continued for 
some time after the removal of the tumour. 


EMBRYOTOMY AFTER VERSION FOR PLACENTA PRA¢VIA, 
by Cuthbert Lockyer, M.D. 


Dr. Lockyer was asked by Dr. Hardie, of Barnet, to see a patient 
suffering from ante-partum hemorrhage. He arrived at 1.30a.m., and 
found, on examination, the placenta overlapping the os, which admitted 
two fingers. The vertex could be felt in front of the edge of the placenta. 
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Heemorrhage occurred somewhat freely during examination, so an anzs- 
thetic was given, and with some difficulty bipolar version was performed, 
and the half breech brought down, after which further haemorrhage ceased. 
It was obvious from the presenting leg that the child was strong, large, 
and well-formed. Traction was made on the leg for two hours, but the 
cervix was very resistant. After traction had been continued for one and 
a half hours, the foetus made a violent convulsive movement, and then the 
leg became pale and flabby, indicating that the child had died. As the 
cervix still would not yield, Dr. Lockyer now decided to reduce the size 
of the foetal breech by incising the pelvic bones with stout, curved scissors. 
With difficulty the breech, and subsequently the shoulders and head, were 
delivered. The placenta was expelled spontaneously. The vaginal mucous 
membrane escaped laceration, but the perineal body and skin sustained a 
A-shaped tear, the apex of which was at the fourchette, and the two limits 
of which diverged to either side of the anus. The patient made an 
uninterrupted recovery. The foetus weighed nine pounds. 


EXTRAPERITONEAL CA%SAREAN SECTION, by A. W. Russell, M.B. (Glasgow). 


The paper by Dr. Tweedy in the Journal of Obstetrics and Gynecology 
of the British Empire, and the author’s paper in The Practitioner, describe 
with sufficient detail two of the leading varieties of this operation, and 
attempt to fix the scope of the operation. Déderlein’s oblique lateral 
opening extending down to, but not through, the peritoneum has the 
advantage of avoiding free manipulation of the bladder, though it seems 
to endanger the uterine vessels and the ureter of the side on which he is 
operating. 

Tweedy’s operation would be more correctly described as transperitoneal, 
as he cuts through the parietal peritoneum, reflects the uterine peritoneum 
upwards so as to lay bare the anterior wall of the lower uterine segment, 
and stitches these two layers together right out to the angles of the wound. 
Only at this point does the operation become extraperitoneal. 

A third variation is the method adopted by the writer in all his cases. 
Pfannenstiel’s transverse and slightly crescentic incision just above the 
symphysis pubis is employed. This flap is reflected from the surface of 
the muscles, and the latter are then separated in the middle line. The 
bladder is distended with six to ten ounces of sterile saline solution, so as 
to make its contour prominent, and is then separated from the anterior 
wall of the cervix. The bladder is then emptied and held aside, so as to 
allow median longitudinal incision of the lower segment of the uterus. 
The infant is then extracted. In the seven cases reported in this commu- 
nication the author included one case in which he attempted to do this 
operation, but owing to the bladder when filled not rising above the brim, 
the peritoneum had to be incised and the classical operation was per- 
formed. This patient was again admitted under the care of Dr. Munro 
Kerr a month ago, and the child delivered by the ordinary Ceesarean 
section. Except for a few peritoneal adhesions, there was no sign of the 
previous operation. The other six cases were deliberately arranged, and 
completed as extraperitoneal Czesarean sections. 

These seven patients had all of them pelvic deformity; they were all 
more or less advanced in labour ; they had all been handled and two of them 
had a temperature at the time of the operation. The patient who died as 
the operation was being completed was a case in which, owing to the foetal 
heart being reported to be irregular and feeble, the patient was submitted 
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to the full test of labour in the hope that the cervix would dilate and 
moulding of the head take place. When some hours later the foetal heart 
was found by Dr. Russell to be regular and strong, the extraperitoneal 
operation was decided upon, and but for the accident of the anzesthetic the 
patient would also have done well. 

Extraperitoneal Czesarean section is not an alternative for the ordinary 
classical operation. It should be reserved for cases advanced in labour, 
with the lower uterine segment stretched over the advancing head or 
impacted shoulder, and for certain cases of placenta previa, the child being 
alive. The structure of the lower uterine segment and cervix favours 
healing, because it is not subject to the disturbing contractions of the 
uterine body. Even if suppuration should occur, the disturbance is usually 
local, and the wounds ultimately heal completely. The risk of haemorrhage 
is certainly not greater. There is no risk of hernia or intestinal complica- 
tions. The great advantage is the added scope that this method gives for 
saving the life of the child as well as the mother, seeing that this operation 
is possible in many cases where the ordinary Cesarean section could only 
be undertaken with grave risk of septic infection. 


CLINICAL SIGNIFICANCE OF ACIDOSIS IN PREGNANCY, 
by Walter Swayne, M.D. (Clifton). 


(1) The existence of albuminuria in pregnancy should always lead to 
investigations to ascertain the presence or absence of diacetic acid and 
acetone, and in certain cases, if these are absent, to the calculation of the 
urea and ammonia nitrogen ratio. 

(2) The presence of albuminuria being one indication of the pre- 
eclamptic state, if diacetic acid and acetone are present the indication so 
given is confirmed. 

(3) In the presence of any symptoms which indicate the presence of a 
pregnancy toxemia, ¢.g., severe vomiting or (?) ptyalism, the tests for 
diacetic acid and acetone should be applied, and urea ammonia N. ratio 
worked out. 

(4) The presence of acidosis in cases of vomiting is not due to starvation 
alone, but in great part to a pregnancy toxeemia. 

Its constant presence in ptyalism may be questioned, as the one case 
in which it occurred may have been a coincidence. With albuminuria and 
deficient urea output it is a strong indication of the ‘‘ pre-eclamptic ’’ state. 

(5) Acidosis, as generally found in diabetes, indicates the breaking 
down of fat owing to absence of glycogen. In pregnancy it probably 
indicates the same thing, but administration of glucose neither prevents 
it altogether nor leads to excretion of sugar in the urine. 

(6) Evidence from Cases.—(i.) Vomiting of pregnancy (5) ; (ii.) Ptyalism 
(1); (iii.) Albuminuria pre-eclampsia (2), eclampsia (1). In one case no 
acetone or diacetic acid, but urea ammonia ratio disturbed, (?) cause. 
Combination of acids and ammonia. 

(7) Controls.—Ureemia, no acidosis. Normal pregnancy, no acidosis. 

(8) (a) Diagnosis.—Acidosis is evidence of pregnancy toxemia. Severe 
vomiting with acidosis. If with ptyalism with acidosis=a toxzemia (?) ; if 
with albuminuria = pre-eclampsia. 

(b) Prognosis varies with intensity. Acidosis is an indication of 
gravity of case if marked. Should always be an indication for appropriate 
treatment. 

(c) The administration of chloroform produces an acidosis under 
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ordinary circumstances, and should therefore be avoided in cases in which 
acidosis is already present. 

[Notg.—Comparative mortality at Bristol R.I. in cases of eclampsia 
where chloroform was anzesthetic and after disuse.] 

The administration of glucose in cases of pregnancy toxzemia, although 
it does not stop acidosis, seems to do good. 

Carbonate of soda in cases where acidosis is marked seems rational 
treatment. 

(Case of Mrs. M. Coma recovered from after carbonate of soda intra- 
venous injection.) 

Coma due to chloroform acidosis, plus toxzemia acidosis. 


(d) Sources of error. Ammoniacal urine in cystitis with enormous 
ammonia N. 


NORTH OF ENGLAND OBSTETRICAL AND GYNZCOLOGICAL 
SOCIETY. 
Friday, April 19th. 
Dr. Luoyp Roperts, Vice-President, in the Chair. 
Dr. BriIGGs (Liverpool) read notes on i 


(A). BENIGN ADENOMATOUS POLYP OF THE Bopy oF THE UTERUS: LEFT 
SALPINGITIS, AN OLD PYOSALPINX. 

A.R., aged 51; 25 years married; 1 abortion, 21 years ago; 5 children, 
the youngest aged 15 years. 

History. The onset of the illness 15 years ago, 4 weeks after the last 
confinement, was described as inflammation of the bowels. 

For 15 years prolapse of the uterus was the main trouble, and a pessary 
was worn without discomfort until 9 months ago when a persistent daily 
metrostaxis, at the age of 51, commenced. 

Physical signs. Senile vaginitis: erosion of the cervix: old-standing 
prolapse, cystocele and rectocele: recent continuous uterine blood loss : 
fixation of the uterus on the left side by an appendage swelling. 

Treatment. Vaginal hysterectomy with removal of the left tube. 


REPORT ON SPECIMEN, 

The Uterus. Almost inappreciably enlarged. 

The Cervix, Extensive glandular erosion. 

The body. A small adenomatous polyp, 4x3 inch, near the centre of 
the posterior wall. 

The left Fallopian tube. Half an inch in diameter, removed along with 
the uterus, has thickened walls, a dilated lumen due to old-standing 
salpingitis and enlargement of the folds of the mucosa. 

Remarks. A benign adenoma of the body and a unilateral salpingitis 
are object lessons in a woman at the age of 51, with a 15 years’ history of 
pessary treatment of prolapse of the uterus. A chronic cervical erosion 
and a recent senile vaginitis did not simplify the diagnosis 

Bacteriology. Cultures on agar and blood serum from the Fallopian 
tubes consisted of a short thick Gram positive bacillus mixed with a few 
Gram positive diplococci. 


(B). ABDOMINAL SECTION FOR LOCALISED SUPPURATIVE PUERPERAI, PERI- 
TONITIS : RIGHT OOPHORITIS : CELLULITIS : SLIGHT SALPINGITIS. 
E.E., aged 21: 11—12 years married: 1 child: no abortions: always a 


delicate woman. Menstruation always irregular, with severe pain and 
clots. 
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History. Pregnancy marked by hydrorrhoea, hyperemesis and diar- 
thoea. Natural labour at full term on February 17 1912. During the 
puerperium, on the third day, a rigor, some uterine haemorrhage, abdominal 
pain and vomiting occurred. Later there were two other rigors. Head- 
ache, high temperatures and a sero-sanguineous discharge throughout. 

At the end of the eight weeks puerperal fever and its wasting, the pelvic 
and abdominal swellings on both sides of the uterus had increased and 
there had been frequent clinical discussions as to whether the exudates 
were within the cellular tissue of the broad ligaments or in the uterine 
appendages. 

The abdominal distension and bilateral swellings pointed to peritonitis 
as also did the attacks of sickness, and both the pelvic swellings were 
mainly in the posterior quadrants of the pelvis: the upper limits of each 
lateral swelling could be recognised above pubes and Poupart’s ligament 
on its own side as in pelvic cellulitis. 

Bacteriology. Culture on blood serum gave a Gram positive bacillus. 

Treatment. Abdominal section, 29/3/12. 

Bacteriology. Cultures from the Fallopian tubes were obtained on blood 
serum of a short Gram positive bacillus giving an acid reaction in litmus 
media, forming gas in glucose and lactose, and coagulating milk. 


(C). ABDOMINAL SECTION FOR SUPPURATIVE PUERPERAL PERITONITIS : 
BILATERAL CELLULITIS AND SALPINGO-OOPHORITIS. 


W.K., aged 32; 9 years married: 8 pregnancies: 1 abortion, 6 years 
ago. 

History. Child born eight weeks before admission: rigor on the fifth 
day after labour: acute pain during, and frequency of, micturition 
followed. 

After severe fever, 103°—104°, for 4 or 5 weeks, the temperature became 
normal and remained so with one exception 102'8° one week after admission. 

Of the 9 puerperal weeks 4-5 were febrile and 4-5 afebrile. 

Physical signs. Bilateral hard swellings : one, cellulitic, in front on the 
right side of the uterus which was fixed: another, salpingo-oophoritics, 
behind and to the left side of the rectum. 

Treatment. Abdominal section, 8/3/12. 

Bacteriology. Cultures on blood serum from the left Fallopian tube 
consisted of a Gram positive diplococcus. 

Dr. Briggs concluded with remarks on lymphatic pelvic infection and 
a lantern demonstration of the distribution of the round cells. 

Dr. GEMMELL (Liverpool) read a note on three cases of pregnancy with 
complications. 

(a) Left chronic inflammatory appendage disease; with adhesion to the 
pelvic floor and to the uterus, simulating a fibroid in the left cornu of the 
uterus : leading to fixation of the uterus, and previous abortions at 10-12 
week. 

With the uterus pregnant, the adhesions were separated and the patient 
well, with the pregnancy now advanced beyond the fourth month. 

(b) Pregnancy at the third month with signs and symptoms of peri- 
toneal crises, and internal hemorrhage :—Abdominal section disclosed a 
normal pregnancy, and severe hzemorrhage from an intra-capsular rupture 
of the spleen, without any history or sign of trauma. 

The spleen when removed was twice the size of the normal, with an 
extravasation of blood, on its outer edge, sub-capsular, and giving the 
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appearance of a soft spongy growth. Microscopical sections had so far not 
exhibited any definite pathological change in the splenic tissue, but the 
histological investigation was not yet complete. Death took place in 48 
hours, and at the post mortem all the other abdominal viscera were found 
to be normal. 

(c) Pregnancy at the sixth month, with a large appendicular abscess 
completely shut off from the general peritoneal cavity, and filling the 
utero-vesical pouch, forming a broad cystic swelling in front of and moving 
with the uterus. Incision and drainage was followed by premature labour, 
and improvement for a few days, with subsequent uterine infection and 
death. 

Dr. LeitH Murray (Liverpool) read a short paper on Red Degeneration 
of fibroids confirming a previous communication. The most thorough 
investigation by culture had proved three further specimens sterile, both 
aerobically and anaerobically. A certain amount of thrombosis was present 
in all, but this had no relation to the hemolysis, but appeared rather to be 
proportionate to the severity of clinical symptoms. The conclusions were 
drawn that the condition is not an infection, that the thrombosis is 
secondary to a lipoidal hemolysis, that hzemolysis is going on in every 
necrobiotic fibroid but thatthis may be masked by a rapid bleaching action 
which can readily be demonstrated in vitro, and that the degeneration does 
not necessarily produce typical, or in particular acute, clinical signs. 
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